The 
ILLINOIS 





Medical Journal 


Official Journal of The Illinois State Medical Society 


MAY, 1960 
VOL. 117, No. 5 


Evaluation of Older Patients 


for Cardiac Surgery* 


toBERT O, BRANDENBURG, M.D., Rochester, Minnesota 


Diy the past decade, thousands of patients with 
congenital or acquired heart disease have been 
helped or cured by cardiac operations. During 
the early part of the decade, the great majority 
so treated were less than 45 years of age. More 
recently, larger and larger numbers of patients 
in the 45-65 age group or even older have under- 
gone corrective surgical procedures successfully. 

The selection of older patients for cardiac 
operations places considerable responsibility up- 
on the physician. How does he properly and with 
good conscience advise these people? There are 
no rules that govern every situation, but the 
physician should be able to advise his patient 
intelligently with the following information and 
concepts in mind: 1. He must know the natural 
history of the disease. 2. He must be able to 
assess the stage of the disease present. 3. He 
must have knowledge of the surgical risk based 
on his experiences with this lesion. 4. He should 
know whether palliation or cure is likely after 
surgical intervention. 

A preliminary word regarding coronary ath- 
erosclerosis appears in order. My surgical col- 
leagues at the Mayo Clinic are not treating this 
disease, and we still do not believe there is any 

*Read at the meeting of the Illinois State Medical 
Society, Chicago, May 19 to 22, 1959. The Mayo 
Foundation, Rochester, Minnesota, is a part of the 
Graduate School of the University of Minnesota. 

From the Section of Medicine, Mayo Clinic and 
Mayo Foundation. 
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evidence to indicate alteration in the course of 
the disease as the result of surgical treatment. 
However, no doubt it is true that a variety of 
surgical procedures may ease or relieve anginal 
pain in certain patients. The advancement of 
techniques for coronary arteriography, enabling 
the accurate assessment of the coronary circula- 
tion, gives promise of definitive and improved 
surgical procedures in the future. 

This discussion will be devoted mainly to 
congenital cardiac lesions in 
patients 45 vears of age and older. 


and rheumatic 


Congenital cardiac lesions 


Atrial Septal Defect: The most common con- 
genital lesion in such patients is atrial septal 
defect. In evaluating this lesion with regard to 
surgical treatment, we must keep in mind the 
relatively benign nature of the anomaly and 
balance this against the low surgical mortality 
rate of two per cent when the condition is un- 
complicated. As a result of this extremely low 
surgical risk, most younger patients with this 
lesion are now advised to have surgical treat- 
ment when the diagnosis is made. In general, this 
is true up into the sixth decade of life. Many 
patients with such defects are relatively well 
until the fourth or fifth decade, when they 
develop progressive and disturbing symptoms of 
effort fatigue, palpitation, and dyspnea. Patients 
in the fourth, fifth, and sixth decades especially 
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are likely to be greatly benefited symptomatically 
and generally by operation. 

Operation is absolutely contraindicated only in 
those patients who have no increase or a de- 
crease in pulmonary blood flow as compared to 
systemic flow. Operation does not appear to be 
justified in patients in the seventh and eighth 
decades who are relatively asymptomatic. How- 
ever, in symptomatic patients in the seventh 
decade, operation is indicated in selected in- 
stances. Five patients who were 60 to 67 years 
of age, and who had moderate to severe symp- 
toms, have undergone surgical repair at the 
clinic without mortality. Four of the five have 
experienced excellent results; the other has con- 
tinued to require a regimen for congestive heart 
failure but is improving. 

It is important in surgical evaluation to dif- 
ferentiate patients with ostium secundum defects 
from those with defects of the atrioventricular 
canal which, in the incomplete form, commonly 
are called “ostium primum” defects. All of these 
latter defects should be repaired by operation on 
the open heart, while secundum defects can be 
repaired satisfactorily by a variety of techniques. 
This differentiation can be done best by electro- 
cardiography. The electrocardiogram in secund- 
um defects discloses incomplete right bundle- 
branch block or diastolic overloading of the right 
ventricle with right axis deviation. The primum 
defects are associated with an identical picture 
from the right precordial leads but with left 
axis deviation. The frontal-plane vectorcardio- 
gram particularly discloses striking differences 
between the two types of lesions.’ 

Diagnosis and surgical repair of these in- 
teratrial communications in middle-aged and 
older patients who have symptoms have been 
among the most gratifying advances in the past 
seven or eight years. 

Other Congenital Lesions: Other congenital 
cardiac lesions are uncommon in patients more 
than 45 years of age. Most of those seen are 
patent ductus arteriosus, coarctation of the 
aorta, and pulmonic stenosis or ventricular septal 
defect or both. 

Patients over 40 with ventricular septal de- 
fects associated with normal right ventricular 
pressures usually are not advised to have surgical 
treatment, since the defect is small and the only 
significant risk apparently is that of subacute 
bacterial endocarditis. This likelihood is remote. 
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We have not operated on any patients with th 
lesion who were more than 45 years of age. 
Patent ductus arteriosus occasionally is t). 
cause of heart failure in middle-aged and old: r 
patients, especially women. Surgical treatme 
is advisable in such cases. In the absence of ey 
dence of cardiac enlargement or cardiac sym) 
toms, however, operation is not advisable. 
Coarctation of the aorta after 40 presen’'s 
increased surgical hazards. Such patients often 
have extremely atherosclerotic aortas, making 
surgical repair more difficult. Nevertheless, su:- 
gical treatment usually is warranted well into 
the sixth decade unless other serious complicai- 
ing features are present or the lesion is mild. 
Most patients with this lesion who have had 
surgical treatment after 40 have been women. 


Aortic valvular lesions 


Surgical treatment of aortic stenosis, both 


congenital and acquired, has been a controversial 
subject. Surgeons continue to repair this lesion 
by a variety of techniques, such as closed pro- 
cedures, open methods, or repair from above or 
below. It is now the consensus that open repair 
is advisable for the congenital lesion. For the 
calcareous lesions seen in older patients, many 
techniques continue to be employed. Our cardiac 
surgeons have used all the proposed methods, but 
in the past 12 months all such patients have 
been operated on by open methods, employing 
extracorporeal circulation. Thus far we have 
been impressed with the lessened morbidity and 
mortality rates and the improved results associ- 
ated with this approach. We recommend opera- 
tion for this lesion only in the presence of def- 
inite and progressive symptoms. The reasons for 
this are obvious, in that the operation is palli- 
ative only and has been associated in the past 
with a significant surgical risk. While this lesion 
may well be tolerated for years, once symptoms 
develop, the condition commonly worsens rapidly 
and progresses to death despite medical treat- 
ment. Hence we believe open operation is ad- 
visable in patients who have definite and pro- 
gressive symptoms. 

Aortic insufficiency has posed an even more 
difficult problem with regard to surgical treat- 
ment. While insertion of a Hufnagel valve has 
palliative qualities, complications frequently are 
associated with its use. In the past 18 months, 
we have stopped recommending this procedure 
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and, in selected patients with serious and pro- 
gressive symptoms, have employed a direct op- 
eration, using extracorporeal circulation. In 
most instances, this has been the bicuspidization 
procedure, consisting of resection of the non- 
coronary cusp of the aortic valve together with 
the associated section of aorta, thus converting 
it to a bicuspid valve. Repair of perforation of a 
cusp subsequent to bacterial endocarditis has 
been possible in a few instances. 

While these direct operations for aortic in- 
sufficiency are associated with a significant sur- 
gical risk, the long-term outlook without treat- 
ment in patients 
extremely poor; hence we believe operation is 


selected for operation is 
advisable. The results in some patients have been 
gratifying and dramatic, whereas in others they 
have been disappointing. Not enough time has 
elapsed to evaluate the long-term results. 


Mitral valvular lesions 


Mitral stenosis continues to be seen in older 


patients. Age alone, even into the seventh decade, 


does not necessarily contraindicate surgical treat- 
ment, although the operation rarely is necessary 
in this age group. Valvular calcification and 
resultant immobility appear to be greater in 
older patients, but this is not invariably true. 
Some younger patients have severe calcification 
and immobility of the valve and hence show little 
improvement from operation, while an occasional 
older patient with severe symptoms has relatively 
pliable valves. A sharply accentuated first sound 
at the cardiac apex and an “opening snap” are 
reassuring signs of valvular mobility increase the 
likelihood of a good surgical result. 

Most cardiologists agree that class I mitral 
stenosis, at any age, does not justify operation. 
Class II stenosis in younger patients usually 
warrants operation, but the operation should be 
deferred in patients more than 45 years of age 
who have mild but nonprogressive symptoms. 
If symptoms are progressive, however, operation 
is advisable. Surgical treatment is always advis- 
able for patients with class III and IV stenosis 
unless there are other complicating 
cardiac or extracardiac problems. 

Mitral insufficiency is most commonly associ- 


serious 


ated with mitral stenosis. Only in the past 
decade has it become appreciated that mitral 
insufficiency may be a pure lesion, or nearly so, 
and that it can cause serious and progressive 
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symptoms. It is only since the advent of bypass 
surgical techniques that promising corrective 
procedures have been developed. Somewhat more 
than a year ago, selected patients who had pro- 
gressive and serious symptoms caused by pure 
mitral were subjected to open 
operations.* The results frequently have been 
gratifying, particularly in those with destructive 
lesions such as ruptured chordae tendineae and 
septal perforations. More recently, patients with 
elements of both stenosis and insufficiency of 
significant degree have been selected for surgical 
treatment. They have presented a somewhat 
more difficult problem because of valvular im- 
mobility. A complete new prosthetic valve un- 
doubtedly will be necessary in some of these 
patients. Such valves are not yet perfected but it 
appears likely they will be available. 

We continue to see an occasional patient more 
than 40 years of age who has serious combined 
rheumatic mitral and aortic valvular disease. 
The technical problems involved in the open 
repair of two grave valvular lesions continue to 
be serious and the risk is high. New techniques, 
such as the use of profound hypothermia, may 
be applicable to such patients in the future.‘ 


insufficiency 


Other lesions 


Constrictive pericarditis or cardiac tamponade 
caused by pericardial effusion is not rare in 
patients over 40 and always should be considered 
as a cause of indeterminate congestive failure, 
since surgical treatment may be dramatically 
curative. 


Conclusion 


I wish to emphasize the importance of con- 
sidering surgical treatment at any age for 
patients who have congenital or rheumatic or 
some other acquired cardiac lesions, if evidence 
of significant and progressive hemodynamic dis- 
turbance is present. 
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Management of 


Acute Myocardial Infarction 


THEODORE ZANE PouuEy, M.D.*, Joliet 


A cute myocardial infarction is but a stage of 


a disease process that is precipitated by at 


least three important factors: diet, disorders of 


blood lipids and lipoproteins, and heredity. Pos- 
sibly other contributing factors are mesomorphic 
types and time. 

The occurrence of acute myocardial infarction 
is a spontaneous event in the course of arterio- 
sclerosis.1° In my experience, which encompasses 
a large cross section of an urban and farming 
community, there is no significant variation in 
occurrence other than that reported by Schnur 
in his review of mortality rates in acute myocar- 
dial infarction. A few more cases occur during 
the winter as compared to the summer, but by 
and large there is little significant influence upon 
incidence either by occupation or time of day.° 

The clinical symptoms of acute myocardial 
infarction may vary from a true asymptomatic 
picture to those of shock and sudden death. The 
prognosis of the immediate illness depends prin- 
cipally upon the extent and location of the in- 
farcted area and development of complications 
and their seriousness.* 

A group of authors have reported that patients 
with acute myocardial infarction can be divided 
in two general groups of good risk and poor risk 
patients.*’° This classification is of value in the 
individual who survives for the first few days 
or certainly the first two weeks. The importance 
of the classification lies in the fact that the good 
risk patient will require little active treatment. 

The poor risk patient on the other hand—aside 
from a large myocardial infarction or lesion in- 
volving the conduction pathways—may have one 
or more of the following complications: 

1. Persistent and intractable pain. 

2. Previous myocardial infarction. 


Associate Professor of Medicine, University of 
Illinois 
Presented before the Section on Cardiovascular Dis- 


ease, 119th Annual Meeting Illinois State Medical So- 
ciety, May 19, 1959. 
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3. Persistence of shock. 

1, Congestive failure. 

®. Serious arrhythmias such as: auricula 
brillation or flutter, ventricular tachyeai 
gallop rhythm, or conduction defects. 


6. Marked obesity, diabetic acidosis, preyivis 
history of pulmonary embolism, or ot! 
states predisposing to thrombosis.® 
The mortality rate in the first six week period 

after the acute myocardial infarction for the 

good risk patient was 3.1 per cent; it was 60 per 
cent for the poor risk patient. 

The most valuable aid in the proper manag: 
ment of acute myocardial infarction is a prompt 
and accurate diagnosis. However, unless there 
are certain contraindications, it is well to treat 
a case as infarction until proved otherwise. 


Principles of Treatment 


The treatment in acute myocardial infarction 
may be listed as follows: 1. relief of pain; and 
2. prolongation of life until healing begins by 
treatment of shock and/or failure, limiting the 
spread of the infarction, reduction of the car- 
diac load, prevention of thromboembolism, and 
prevention or treatment of serious arrhythmias. 

xenjamin Boshes has pointed out that among 
other factors, frustration or depression influences 
the effect of stress on the circulatory system and 
that coronary flow is decreased.? Emotions not 
only affect the cortex but also the nuclei and the 
ancient brain that controls the viscera. Macht 
has demonstrated and reported that coagulation 
of the blood is accelerated markedly even in 
healthy persons by fear, apprehension, or intense 
worry.® In a recent study, 15 to 20 per cent of 
such patients showed a change in cholestero! 
phospholipid pattern of the blood.® 

These facts emphasize a facet of therapy with 
which we are all familiar—that of being cheerful 
and reassuring. Examination of the patient 
should be a mixture of intelligent objectivity 
tempered by subjective optimism. We should 
give the patient the impression that the condi- 
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tion will heal. Prognosis, immediate and future, 
sould be discussed with the family but not in 
the sickroom or in the presence of the patient. 

it is poor policy to allow more than the im- 


mediate family to visit the patient for at least 


wo to three weeks. The visitor who is anxious 
relate sad cases of persons who died from the 


to 
same disease should be limited to signing a guest 
list attached to the door of the patient’s room. 


‘This alleviates the psychogenic effect of such 
visitors and eliminates strain on the patient. 


Relief of Pain 

Prompt treatment of pain with parenteral use 
of morphine, Dilaudid®, or Demerol® (meper- 
idine) is essential. Meperidine is adequate for 
relief of pain but frequently has little effect upon 
easing the individual’s fear and apprehension. 
For this reason morphine, in spite of its intoler- 
ance by many patients, is preferred in many 
cases, Atropine or scopalamine may be used to 
block the vasovagal effect of pain. 

In myocardial infarction it is extremely im- 
portant to individualize the dose of medication 
required for relieving pain. Demerol in doses of 
100 mg. to 150 mg. is given intramuscularly. 
It may be repeated within 15 to 20 minutes in 
somewhat smaller amounts. I have given half the 
above prescribed dosage intramuscularly and the 
remainder intravenously immediately but slowly. 
Sudden relief of pain is more effective and as 
enduring. 

Continued or recurrent pain despite adequate 
medication often is a sign of persistent myocar- 
dial ischemia with progressive myocardial dam- 
age. We must not lose sight of the fact, however, 
that pleural or pericardial irritation, rather than 
infarction, can cause recurrent or persistent pain. 
In spite of this, therapy needs to be vigorous and 
adequate. Persistent pain is due to a progressive 
infarction process and often is noted in the pa- 
tient who subsequently fails to survive ; so it must 
he considered a grave sign. In these cases, amino- 
phyllin, 7144 grains or papaverine, 2 grains in- 
travenously slowly, may help control pain. Espe- 
cially is this indicated in cases of mild coronary 
shock that may become cases of severe coronary 
shock. Dilaudid 1/32 to 1/16 grain or mor- 
phine 14 to 1% grain may be given slowly in- 
travenously following dilution with 10 ce. of 
sterile water injected slowly into the tubing of 
an intravenous infusion of 5 per cent glucose in 
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water. It should be started promptly on all pa- 
tients in mild coronary shock. Delay in starting 
intravenous infusion, in the face of progres- 
sive coronary shock, may beeome more difficult 
because venous constriction becomes more ad- 
vanced, making it difficult to find a suitable vein. 
When a peripheral vein cannot be found, it may 
become necessary to use the femoral vein. Care 
must be taken to give just enough narcotic to 
relieve pain and avoid overdosage. Excessive dos- 
age can in itself lower blood pressure further."’ 

Coronary shock, the dreaded complication of 
myocardial infarction, occurs in 12 per cent of 
these cases.1' There have been conflicting data 
concerning the hemodynamics of this condition 
but it is generally agreed that the cardiac output 
and stroke volume are low, occasionally very low. 
But equally low reductions in cardiac output are 
encountered in patients who do not exhibit shock. 
Therefore, in man, while myocardial insult is 
great there is no reliable correlation with the 
oceurrence of shock.?? 

At the same time, oxygen is administered by 
nasal catheter, mask, or by tent at the rate of 
6-8 L/m. This can be administered in the home 
initially by the local inhalator squad and enroute 
to the hospital. Positive pressure breathing is 
avoided except in cases of severe pulmonary 
edema since it frequently lowers blood pressure. 


Vasopressor Drugs 


It has been my experience, which agrees with 
that of others, that Levophed® (levarterenal) is 
the most potent of the pressor agents.’! Eight 
milligrams are added to a liter of glucose infu- 
sion and the flow regulated to maintain a systolic 
pressure of at least 100 mm. Hg. The blood pres- 
sure is measured on an average of every 15 min- 
utes and necessary adjustments as to rate of flow 
are made. Sudden rises of pressure are guarded 
against and may be controlled if necessary by 
inhalation of amyl nitrite. When the desired 
primary effect is attained, the rate of flow is 
maintained at about 1 cc. per minute or less. 
To minimize overloading the circulation, it is 
preferable to add more Levophed to the infusion 
rather than increase the number of drops per 
minute. In some cases, as much as 24 mg. has 
been used.’* When protracted therapy becomes 
necessary, it is recommended that a cutdown 
be done and a polyethylene tube be inserted in 
the vein, to minimize’leakage and a resultant 
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slough. If a leak occurs, the involved tissue 
should be infiltrated with Regitine® and the in- 
fusion stopped and started at another site or a 
cutdown performed. Aramine® (metaraminal) 
may be used with a feeling of security against a 
possible slough in case of leakage. It can be ad- 
ministered intramuscularly as well as intrave- 
nously though its effect on the blood pressure is 
more gradual and its duration of action more 
sustained after it is discontinued. It has a direct 
effect on the myocardium, increases coronary 
flow, and raises peripheral resistance.'*™* 

As soon as possible after making a diagnosis 
of coronary shock, insert an indwelling catheter 
into the bladder. The rate of urine flow in cc. 
min. is then determined. This has been found to 
be a sensitive indicator of the degree of shock 


and the progress of the patient. A rise of blood 


pressure to 100 mm. Hg or more indicates a 
primary response, but unless the urine flow in- 
creases to about 14 ce./ per min. the shock state 
continues.’* In general, a rise in systolic blood 
pressure, and a widening of pulse pressure to 20 
mm. Hg or more, and an increase in urinary 
flow go hand in hand. 


Anticoagulant Therapy 


The routine use of anticoagulants is not en- 
tirely justifiable in the opinion of many clinical 
investigators. The question “Who should be 
treated with anticoagulants ?” is no nearer settle- 
ment today than it was years ago. However, in 
my experience I have found the use of these 
products beneficial and it has been my practice 
to institute anticoagulant therapy in all my cases 
of acute myocardial infarction except where 
contraindicated. Heparin is practically non- 
toxic. It does not affect blood pressure, respira- 
tion, or blood chemistry, and only rare cases of 
hypersensitivity have been reported.’® In the 
presence of an allergic history, heparin should 
be used with caution. Contraindications to its 
usage are as follows: a pre-existing tendency to 
bleed (hemophilia, purpura, jaundice, oozing of 
blood) ; subacute bacterial endocarditis; sus- 
pected intracranial hemorrhage; ulcerating le- 
sion of the gastrointestinal tract; threatened 
abortion; and hypersensitivity to heparin. 

It has been my practice to institute heparin 
therapy in the form of Depo-heparin Sodium 
N.N.R.,® 1 cc. (20,000 units) intramuscularly or 
subcutaneously. An effective therapeutic coagu- 
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lation time of three times the normal valuc js 
maintained. At this time, it has been my pr 
75 mg. of warfarin sodi 
orally. The prothrombin time is then maintai 

at two to two and one-half times the normal. '! 
contraindications to use of the coumarins as | 

as their substitutes parallels those of hepa 
with the addition of severe hepatic disease 


tice to administer 


known vitamin K deficiency with bleeding. 

The complications of this therapy do not \ 
ally occur during the acute phase of therapy 
myocardial infarction so suffice it to say t 
hemorrhage primarily of the mucous membra 
of the body, hemopericardium, myocardial rv) 
ture, or cerebral hemorrhage may occur. In a 
case, When bleeding is serious enough to jeopa: 
ize the patient’s life, anticoagulants should be 
discontinued at once and counteractive measures 
begun. When heparin is the toxic agent, 300 to 
00 ce. of fresh whole blood should be admin- 
istered at once, with repeated transfusions if the 
situation indicates. Should dicoumarin or its sub- 
stitutes be responsible for excessive bleeding and 
hypoprothrombinemia, successful control can He 
obtained in most cases with one of the forms of 
vitamin K. One of the most dependable has been 
Mephyton®. It has a rapid action and is readily 
available in 1 cc. ampules containing 50 mg. 
This amount may be repeated as often as neces- 
sary to achieve the desired effect. 


Diet and Care of Bowel Functions 


The diet during the first day or two of an 
acute myocardial infarction should be soft and 
easily digested. Keep the fat content low but the 
salt content need not be entirely restricted unless 
hypertension complicates the picture. Hot and 
iced liquids should be restricted for the proxim- 
ity of the heart to the esophagus allows trans- 
missions of sudden temperature changes which 
may initiate premature beats and possibly seri- 
ous arrhythmia. Care of bowel function should 
begin immediately and not after a period of sev- 
eral days of constipation. The use of detergents 
such as dioctyl sodium sulfosuccinate may be 
helpful. The fact that these products are non- 
absorbable and do not produce purging in effec- 
tive dosages recommends them. If ineffective. 
mild laxatives in low dosage, or low enemas may 
be used in conjunction with the laxative prod- 
ucts. It has been shown experimentally that even 
in poor risk patients, the use of a bedside com- 
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mode is safer and less taxing physically than the 
use of a bedpan. Benton, Brown, and Rusk dem- 
onsirated that, aside from the psychologic trau- 
ma, the use of the bedpan is an unphysiologic 
procedure from the standpoint of energy cost." 


Bed Rest and Chair Treatment 


The reduction of cardiac work in the treat- 
ment of myocardial infarction remains an im- 
portant part of the essential coronary care. Rest 
in its interpretative meaning does not necessarily 
mean recumbency and complete inactivity. Many 
good risk cases need not necessarily be confined 
to bed or chair for a period of longer than two 
weeks, Individualization of the patient continues 
to be of paramount importance as a facet of the 
whole picture in the treatment of myocardial in- 
farction. Patients with small infarctions fre- 
quently can be managed at home, provided satis- 
factory and proper care is available. 

Many of the poor risk cases exhibiting no evi- 
dence of shock do much better if allowed to sit 
in a chair alongside the bed from the onset of 
illness. This is a valuable aid in allaying fears 
and apprehensions and may also reduce cardiac 
work. The recumbent position lends itself, espe- 
cially in the older patient, to urinary retention 
and collapse of renal function as well as to the 
development of pulmonary congestion and prob- 
able bronchopneumonia. Venous stasis, with sub- 
sequent phlebothrombosis, may ensue and_ pul- 
monary embolism may complicate the existing 
picture. This danger also may exist in patients 
who are allowed to sit in a chair. It is imperative 
in both instances, where venous congestion is a 
problem, that the condition be obviated by svs- 


tematie and scheduled leg motion. 


Sedation 

This paper will not attempt to review the 
complications of acute myocardial infarction 
which necessitate the use of such drugs as digi- 
talis, quinidine, Pronestyl®, and diuretics. Se- 
dation, however, can and is a useful adjunct to 
he used after the initial need for narcotics has 
passed. Sedation may range from phenobarbital 
to the newer tranquilizers. Some of the tran- 
quilizers produce a fall in blood pressure and 
due caution should be exercised in their use. See 
that the patient is not oversedated, although 
mild drowsiness and relaxation should be main- 
tained during the first week. Bromides may be 


‘or May, 1960 








helpful, especially in older patients and those 
who do poorly on barbiturates. Chloral hydrate 
has been used also with good success for noc- 
turnal sedation. ‘ 


Summary 


1. A review of the current concepts of therapy 
of acute myocardial infarction is presented 
with comments of personal experience. 

2. The objectives of medical therapy are the re- 
lief of symptoms by pharmacological, phys- 
ical, and psychotherapeutic means. A valid 
approach to this problem is presented. 

3. Management of coronary shock with the use 
of various drugs has reduced mortality in 
this situation from 80 per cent to 60 per cent, 
according to the current literature. 

!. Anticoagulants, their indications and contra- 
indications, are discussed briefly. 

5. Diet, bed rest, chair treatment, care of the 
bowel, and sedation in acute myocardial in- 
farction are presented. 
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Figure 1. Radiographic examination of the abdo- 
men in a patient with sigmoid volvulus. A: supine 
film shows a largely distended double loop of bowel 


oriented toward the pelvic region. B: multiple fluid 


levels are seen in the upright film. C: the site of 
torsion is in the barium enema study shown (arrow). 


Diagnostic Value of Radiography 


In Volvulus of the Colon 


R adiographic examination of the abdomen 

and colon is of vital importance for pre- 
operative diagnosis of volvulus of the colon. This 
condition does not occur frequently. It is more 
common at the sigmoid level than at the cecum 
or junction with the small bowel. 

If the diagnosis is not made early, mortality 
increases considerably. Therefore, the assistance 
of the radiologist offers a major clew to success 
in the management of this condition. Although 
some authors do not recommend barium enema 
examination as a routine in these patients,*’ 
[ feel that the procedure is the only one that 
offers to the clinician confirmatory evidence of 
the presence of volvulus. The clinical findings 
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in these cases are too vague and insufficient as a 
rule to reach a diagnosis. 

The commoner symptoms occurring in these 
patients are those of intestinal obstruction such 
as nausea, vomiting, abdominal pain, and obsti- 
pation. Physical examination reveals abdominal 
tenderness and distention. A palpable tumor 
mass is present occasionally,’ but there is no sign 
or symptom that could offer a clew as to the 
cause of the obstruction. This obstruction can 
be complete or incomplete and present itself as 
an acute, chronic, or intermittent picture. There 
are several reports of patients who were relieved 
by conservative measures or after the administra- 
tion of the barium enema.? However, in most 
instances a surgical procedure, such as cecostomy 
and/or resection, is necessary to carry out de- 
compression and relieve the torsion of the colon, 
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which at times reaches 720 degrees® with the 
accompanying changes in the blood supply to 
the intestine. Hemorrhage, perforation, and peri- 
tonitis with fatal consequences may follow these 
changes. 

Roentgen findings 


‘he radiographic survey of the abdomen in 


patients with volvulus of the colon shows a 


hugely dilated loop of bowel with loss of the 
normal markings. Fluid levels can be seen in 
upright films, and they adopt various patterns 
depending upon the location of the volvulus. 
When torsion is at the level of the sigmoid, a 
double loop can be seen occupying the entire 
abdomen, oriented toward the pelvis and dis- 
placing the stomach, diaphragm, and other non- 
distended portions of the colon (Figure 1A). 
In the film taken with the patient upright, sev- 
eral fluid (Figure 1B). 
Barium enema films sometimes show the site of 


levels can be seen 
torsion as a spiral or as a bird’s beak pattern, 
proximal to the dilated rectum (Figure 1C). 
Volvulus of the transverse colon is rare.’ Only 
four cases have ben reported at the splenic 
flexure.’ In patients with cecal volvulus, the 
cecum leaves the right lower quadrant of the 
abdomen and appears as a single, oval, distended 
segment of bowel, lacking haustrations, and 
showing fluid levels in the upright film. The 


Figure 2. Typical radiologic findings in a case of 
cecal volvulus. A: the hugely distended and ectopic 
cecum is seen in the supine film. B: fluid levels are 
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barium enema may show the site of torsion 
(Figures 2 A, B, C). 


Summary 


Radiographic examination of the abdomen is 
mandatory in cases of intestinal obstruction, 


hearing in mind that intestinal volvulus, al- 


though uncommon, may be causing the obstruc- 
tion. If a huge, distended segment of large 
howel with fluid levels is discovered in the plain 
film of the abdomen, a barium enema examina- 
tion is indicated. It is possible to demonstrate by 
this method valuable signs that help make the 
diagnosis of volvulus of the colon; and, in most 
instances, the site of torsion can be discovered. 
This is particularly important in cases of acute 
abdomen where the mortality may be high if 
early diagnosis of volvulus is not established. 
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seen in the upright film. C: the barium enema re- 
veals the site of torsion (arrow). The cecum is 
seen located high in the midabdomen. 
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Anesthesia for the 


Geriatric Urological Patient 


P. W. Sear_es, M.D.* anp D. G. Seymour, M.D.**, Chicago 


he anatomic and physiologic changes occur- 

ring in the geriatric patient are so numerous 
and well known it is sufficient to remind our- 
selves that there is atrophy of all organs except 
the prostate and the heart. In urological surgery, 
several other factors must be considered. Many 
procedures require the use of cautery so that the 
choice of agents narrows; frequently there is 
considerable blood loss in areas where control is 
difficult. The use of abnormal body positions 
such as the Trendelenberg, lithotomy, and lat- 
eral positions with the kidney rest elevated—are 
strains even on healthy individuals. The vital 
capacity is reduced remarkably. Imposing these 
positions on elderly, diseased patients is the worst 
feature of urological anesthesia. 

Despite these difficulties, the morbidity and 
mortality in geriatric urological anesthesia is 
remarkably low regardless of whether local, spi- 
nal, or general anesthesia is employed. There are 
valid objections to and reasons for each agent 
and technique, but the important consideration 
is that the method selected should enable the 
anesthesiologist to maintain as near normal phys- 
iology as possible. 

Many reports appear in the literature of an- 
esthesiology and urology praising one method 
while ignoring or condemning others. The results 
are not too different, but the groups report that 
their technique of the last 10 years is superior 
to the method used in previous decades. However, 
this improvement might be due to other factors, 
such as better diagnostic procedures and prepara- 
tion of the patient, more accurate blood replace- 
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ment, control of infections, anti-uremice meas- 
ures, the development of steroids, and more well 
qualified anesthesiologists. In this country, the 
anesthesiologists come from varied backgrounds. 
They must be allowed the full use of their back- 
ground in teaching and practical experience, 


contidence in the agent and technique selected as 
well as confidence that the job can be done safely. 

There are peculiarities or relative limitations 
to each technique and agents. For example: 

1. Local or topical anesthesia assumes a large 
role in urology because many cystoscopies and 
cireumcisions can be performed with nothing 
else. Cases of gross cystitis are unsuitable for 
local analgesia, as distention of the bladder with 
irrigating solutions causes painful spasm. Bleed- 
ing or traumatized urethras are unsuitable be- 
cause of the rapid vascular absorption of the 
drug. For more formidable procedures, local an- 
esthesia can be inadequate and dangerous. A 
cardiac patient who feels pain and develops men 
tal strain is a candidate for coronary occlusion. 

2. Spinal anesthesia, particularly the low spi- 
nal or saddle block, is a companion of urological 
surgery historically and is considered the tech 
nique of choice by many. Most surgeons are 
familiar with its good features. However, there 
are times when it is contraindicated and other 
times when it imposes a strain on body phys- 
iology. Spinal anesthesia is contraindicated in 
any form of central nervous system disease ; and 
relatively contraindicated in unwilling or unco- 
operative patients; and unwise in patients with 
dyspnea, hypotension, bleeding, congestive heart 
failure, distention, perforation, or marked obes- 
ity. 

Spinal anesthesia is useful in cystoscopies and 
transurethral procedures. The sensory nerve sup- 
ply to the bladder and prostate has origins as 
high as T-10. The skin areas are supplied by 
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1-8 io T-12 except for the genitalia which have 
sacral origins and branches from the ilioinguinal 
and lumboinguinal nerves. 

‘The somatic nerve supply through the puden- 
dal nerve arises in S-3 and S-4 and proceeds to 
the external sphincter and urethra and genitalia. 
The parasympathetic supply arises in S-2 and 
S-3 and goes to the mucous membrane of the 
bladder and the rest of the sphincter. Sensory 
impulses travel through the somatic and para- 
sympathetic tracks, The sympathetic fibers carry 
sensory impulses from the bladder to the spinal 
when 


cord, normally te S-1 through S-4, but 
the bladder is overdistended, reach as high as 
T-11. The kidney and ureter are supplied by 
T-10, 11, and 12. The prostate gland has a var- 
ied supply from 'T-10, 11, and 12 and S-1, 2 


and 3. 


Balanced anesthesia 


General anesthesia can be used in every situa- 
tion in geriatric urology except in the presence 
of imminent or evident uremic coma. So-called 
light or balanced anesthesia is the technique 
most widely used by trained anesthesiologists to- 
day. It is simple in concept, easy to administer, 
and safe for the majority of patients. Two or 
more agents are used together in small and safe 
quantities rather than administering a_ single 
agent in a toxic dose. 

An ultra short-acting barbiturate such as Pen- 
tothal Sodium® is administered by intravenous 
drip to produce hypnosis, the speed of injection 
being made compatible with the age and condi- 
tion of the patient. The usual dose required for 
this state in the geriatric patient will seldom 
exceed 100 mg. Giving 100 mg. to a 70 year old 
man will have the same effect as 500 mg. in a 
25 vear old man. A controlled drip of a 0.5 per 
cent solution enables the anesthesiologist to dis- 
continue the administration of Pentothal just as 
the lid abolished. No 
throughout the procedure. This technique re- 


reflex is more is used 
moves the objection some people have to the ad- 
ministration of Pentothal to geriatric patients 
because they fear repeated injections will lead 
to an overdose. In this belief they are correct. 
Following this first and only controlled Pento- 
thal injection, oxygen and a gaseous agent are 
administered by mask or through an endotracheal 


iube. Some positive pressure is required initially. 


Any state of muscular relaxation can be obtained 
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by the use of an intermittent infusion of suc- 
cinylcholine by intravenous drip. 

The necessity for endotracheal intubation is 
dictated by the degree of difficulty in establish- 
ing and maintaining an adequate and clear air- 
way. The decision is left primarily to the anes- 
thesiologist. Peculiarities of the tongue, mandi- 
ble, epiglottis, or other neck structures may re- 
quire intubation for safety’s sake in even the 
simplest surgical procedures. 

Nitrous oxide is the safest and most innocuous 
of all inhalation agents when administered with 
sufficient oxygen, and it has the advantage of 
heing nonexplosive. However, since, with ade- 
quate oxygen, nitrous oxide is an impotent agent, 
its use must be supplemented by intravenous 
agents such as Demerol® or succinylcholine. 
This is a minor burden for the anesthesiologist, 
and the effects of the gas and supplementary 
agents can be made momentary. 

In the Presbyterian-St. Luke’s Hospital of 
Chicago, when general anesthesia is used for the 
geriatric urological patient, a small dose of Pen- 
tothal is given, followed by nitrous oxide and 
oxygen, given with assisted or controlled respira- 
tions. Relaxation and control of side effects, such 
as laryngospasm and coughing, are controlled by 
succinylcholine drip. The majority of these pa- 
tients are awake and alert on the operating table 
immediately following surgery. Hypotension is 
a rare complication when the Pentothal dose is 
kept minimal and is treated quickly with a vaso- 
pressor. 

There are occasions when nitrous oxide is not 
used. Ether is valuable in the asthmatic patient. 
Cyclopropane® is particularly indicated for in- 
duction if the patient is in shock. Trichlor- 
ethylene can be administered for the relief of 
pain without loss of consciousness, and is very 
useful in simple urological procedures, such as 
the removal of suprapubic packing and painful 
irrigations. Fluothane®, though a relatively new 
agent, is both potent and nonexplosive and will 
find increasing usage in the more formidable 
and lengthy procedures. 

The physical and mental status of the patient, 
the requirements of surgery, and the training 
of the surgeon and the anesthesiologist will all 
influence the choice of techniques and agents 
used in urological surgery. A wide choice is 
available. Frequently, ¢ustom and habit dictate 
the final choice if all other factors are equal. 





Some Obstetrical Emergencies 


WILLARD C. Scrivner, M.D.*, Fast St. Louis 


| he the experience of any one doing obstetrics, 

even if only for a brief period of his medi- 
cal career, there are cases and problems that 
merit the label obstetrical emergencies. These 
situations may remain simple and be so resolved 
or run the gamut to and including a fatal out- 
come for the patient involved. Humbly and un- 
selfishly, every conscientious physician and his 
team of disciplines strive to avoid a monopoly 
of these unhappy situations. Not only is he mo- 
tivated by concern for womankind and resultant 
statistical reflections, but also by desire for per- 
sonal tranquillity. 

Training, experience, and judgment may meet 
their full challenge in any of these emergencies. 
While there is nothing unique in the following 
experiences, they are worthy of review for they 
represent two of the largest groups of problems 
contributing to maternity morbidity and mortal- 
ity. These abbreviated resumes combine informa- 
tion from office and hospital records. 


Case report: T. D. A., 33 vear old, white fe- 
male, gravida V, para II, miscarriage II. First 
visited office on 4-14-58 with an obstetrical histo- 
ry of spontaneous labor and delivery in 1948 of a 
living child. In 1952 spontaneous delivery of child 
who died shortly after birth. In 1957 spontaneous 
labor and delivery of a normal child who is liv- 
ing and well. Patient is Rh negative and her 
husband is Rh negative. Kahn was negative. 
Last menstrual period was 1-28-58. On her first 
visit she weighed 139, B.P. 140/80. General 
physical examination otherwise within normal 
limits. She had received her third polio injection. 
Subsequent visits and data recorded are herein 
listed. 4-30-58 Weight-140, B.P. 138/84, urine 
negative, McDonald 9 cm., medications of 
C.V.P., Ferronod, Norlutin. 5-24-58 Weight- 
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142, B.P. 125/70, McDonald 12 em., urine neva- 
tive, medications plus liver injections, hemoglo- 
bin 68%, RBC-3,812,500. 6-14-58 Weight-1 16, 
B.P. 118/80, McDonald 16 cm., urine negative, 
Diuril 250 mgs., every second day, put on rest. 
7-2-58 Weight-148, B.P. 150/72, McDonald 21 
cm., fetal heart tones o.k., diet, decreased salt 
intake, Diuril 50 mg. and two Biphetamin® 
Spansules 7.5 mg. every second day alternating 
with Diuril. 7-23-58 Weight-151, B.P. 130/70, 
McDonald 23 ecm., fetal heart tones at RLQ, 
emphasis on above and cautioned. 8-16-58 
Weight-154, B.P. 120/70, McDonald 26 
F.H.T.-RLQ, same medication plus liver. 8-27- 
58 Liver injection. 9-12-58 Weight-158, B.?. 
150/80, McDonald 27? cm. F.H.T. LLQ, 
Diuril every 3 days, partial bed rest and 
cautioned. 10-3-58 Weight-163, B.P. 140/80, 
McDonald 30 ecm., fetal heart tones LLQ. 
We conferred with her husband about his wife's 
condition and warned him of potential complica- 
tions. 10-16-58 Weight-163, B.P. 160/90, trace 
of albumin, McDonald 32 em., cervix closed, fetal 
heart tones, LLQ. She was placed on complete 
bed rest with detailed instructions. 

On 10-18-58 she telephoned complaining ot 
nausea, vomiting, and diarrhea. She thought she 
had intestinal flu and requested medicine be 
sent to her. However, she accepted our advice 
to come to the office immediately where we 
found B.P. was 140/60, Temp. 99°, and some pit- 
ting edema of the lower extremities. She was 


cm.- 


sent to the hospital immediately. 
hours later, in hospital. 


Approximately 114 
the following laboratory information was ob 
tained. 4 plus albumin, NPN-39, uric acid 4, 
cholesterol 245, sugar 74, hemoglobin 60%. Ap- 
proximately 15 minutes later, her B.P. had risen 
to 258/140 and she was seized with her first 
eclamptic convulsion. Medications consisted of 
magnesium sulfate 25%, 10 cc. L.M. after the 
first convulsion and 5 c.c. after each additional 
three convulsions, Unitensin® .5 cc. I.M. (3 


doses), oxygen inhalator, 1000 cc. glucose in 
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water. Membranes ruptured artificially with 2 
fingers’ dilatation; irritable uterus. Delivered in 
bed, with outlet forceps, of small living infant. 
‘There was approximately 150 cc. blood loss ac- 
companying delivery. Patient was not moved 
from labor room to delivery room. 

This event took place on a Saturday after- 
noon. There were no special nurses available so 
husband was permitted and invited to be with 
his wife during this alarming episode. Following 
delivery there were 13° successive convulsions. 
Treatment consisted of 500 ce. 10% glucose in 
water, 500 ce, 
ce. 50% glucose intravenously, magnesium sul- 


20% glucose in water, and 26 


fate, and one injection of Serpasil® .2 mgs. B.P. 
finally settled to 160/105. Continued improve- 
ment ensued, the urine cleared, and the E.K.G, 
was normal after last convulsion. 

Patient had 
entire toxie episode, stating she barely recalled 


a residual haziness about the 
going to the hospital and remembered nothing 
after she had been put to bed. Her husband was 
in constant attendance and witnessed our care 
of this critically ill patient. Without solicitation, 
he volunteered that whenever possible he was 
going to inform his friends and fellow workers 
of the advisability and necessity in having their 
wives cooperate completely with their physicians 
when they became pregnant. It is fortunate this 
patient telephoned for what seemed to he a 
minor illness and was in reality a serious com- 
plication. At the end of her postpartum follow- 
up, she was dismissed in January, 1959 to an 


internist for hvpertension | 160, 90}. 


Case No, 2: While in early morning surgery on 
11-77-58, Mrs. M. C., 27 vear old, white female, 
had the following message relayed to me: Her 
last menstrual period was 9-10-58, This a.m. she 
developed cramps and gas and didn’t feel well. 
She was advised to enter hospital. Examination 
revealed B.P. 80/60, pulse 110, and pallor. She 
complained of tenderness in the lower abdomen 
only. Pelvic exam revealed the uterus slightly 
enlarged and tender right adnexa. On cul de sac 
puncture, 150 ce. of bright blood obtained. Pa- 
tient put in knee chest position for a few mo- 
ments but no shoulder pain developed. She was 
taken to surgery under 1% Procaine® local an- 


esthetic and given oxygen, I.V. fluids, and blood. 
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Abdomen opened ; found to be filled with blood. 
The right tube had ruptured with pregnancy at 
the junction of its inner third. Tube was ligated 
to control hemorrhage. Left adnexa normal. Ap- 
pendix surgically absent. Abdomen completely 
explored and closed. Postoperative course was 
satisfactory and she was dismissed on the eighth 
hospital day. The interesting features of this case 
are: no shoulder pain as might be expected with 
an abdomen filled with blood, a positive cul de 
sac tap, and absence of the defection desire so 
often present in an ectopic pregnancy. 


Case report No, 3: Mrs. D. L., 34 years old, 
white female, gravida VI, para V. She visited of- 
fice for medical care on 12-29-58. In her O.B. his- 
tory, she had been delivered vaginally 12 years 
ago. A subsequent pregnancy was terminated by 
cesarean section, prolapsed foot; then another 
delivery vaginally, accompanied by hard labor. 
A repeat cesarean section and another. The pa- 
tient was somewhat vague about the deliveries 
in her past history. She did reveal receiving 
transfusions during her last postpartum course. 
She had a clean appendectomy in 1947. Men- 
strual history: onset at 14 yrs., every 28 to 35 
days, duration 5 days with cramping. Last men- 
strual period 5-11-58 with E.D.C. to 2-18-59. 
At the time of her visit, 12-29-58, normal meas. 
urements, weight 141, B.P. 130/80, Rh positive, 
hemoglobin 63%. She was placed on Ferronod, 
restricted diet, and adequate rest. Patient de- 
clined polio injections. She returned 1-29-59, one 
month later, stating she failed to return sooner 
because of sick children. Weight 145, B.P. 
136/84, F.H.T. o.k. Given Inferom® 2 ce. diet, 
again cautioned and general measures. 2-4-59 
Weight-142, B.P. 120/80, McDonald 32 
F.H. beat-RLQ., o.k. It was agreed to arrange for 
a complete hysterectomy one week hence. At 
3:00 p.m. of ihe same day, patient experienced 
sudden pain, returned to office per ambulance on 
wav to hospital. Fetal heart beat very slow, ir- 
regular, 80 beats per minute, B.P. 110/70, beads 
of perspiration noted on her forehead. Upper 
third of old abdominal scar very tender. 

Hospital course: Abdomen prepared, retention 
catheter inserted, and blood drawn for cross- 
match. 1% Procaine infiltration; abdomen 
opened and small amount of bright blood was 
present. She had a 3 em. rupture in upper end 


em. 
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of old uterine scar. It was necessary to insert 
only two fingers and the old scar separated its 
entire length. A small living child was delivered 
and the baby needed some resuscitation efforts 
before being released to a pediatrician for his 
The diseased uterus removd by 
complete abdominal hysterectomy adnexo preser- 
vation. The patient made a satisfactory recovery 
and was sent home on ninth postoperative day. 


services. was 


Conclusions 


1, These cases reveal clearly that serious 
emergencies may strike with great speed in spite 
of what may be considered available, adequate 
prenatal care. 

2. While experience in managing these prob- 
lems is essential, it is necessary to be alert con- 
stantly and realize these problems do arise. 


An old educational problem 


The trend in undergraduate teaching has de- 
emphasized the surgical specialties to the point 
where the student may actually have only six 
hours of lectures to cover the extensive field of 
otolaryngology. In the winter months the patient 
load of the general practitioner and the pedia- 
trician may be as high as 50 per cent for upper 
respiratory complaints. They must rely on the 
erroneous impression that a working knowledge 
of antibiotic therapy eliminates the necessity for 
special training in this field. The present day 
teaching in some institutions discourages or 
even forbids myringotomy in acute otitis media 
since there is no opportunity to associate an 
irreversible conductive deafness with past history 
of ear infections. The vocabulary has been re- 
duced to the point where the word “sinus” covers 
all ailments of the nose and “fungus,” all sore 
ears. Of equal importance, the otologist continues 
to pick up the perceptive deafness due to the 
indiscriminate use of ototoxic drugs such as 
streptomycin, dihydrostreptomycin, kanamycin, 
and neomycin. It is evident then that more time 
must be allotted to undergraduate as well as 
postgraduate teaching. 
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3. Anticipation and a clear-cut plan of pr 
posed action for these and other obstetric 
emergencies are a must from the time we assun » 
medical responsibility until the patient has 1 
covered completely. 

4. These cases were selected for presentati: 
because they exemplify the problems encoun - 
tered in any active gynecological and obstetric: 
practice. They are important clinically since 
statistically their unfavorable outcome accoun’s 
for major causes of maternal mortality. They 
serve to emphasize the advisability of alerting 
patients to latent complications in their respe 
tive cases and the necessity for a close patien:- 
doctor relationship in medical practice. It is 
prudent for all of us to remember that the next 
time the telephone rings it may be a real emer- 
gency such as one of the cases presented. 


The predictable effect of the prophescies of 
doom was the swing of the pendulum to the 
extreme negative side for the younger men enter- 
ing the specialty, but the swing back has been 
noticeable for the past two years. Trainees are 
not motivated by prospects of a life of ease but 
by the desire to occupy an important niche in 
the practice of medicine. The demand for oto- 
laryngologists in all parts of the country far 
the supply. The young man may 
hang his shingle almost anywhere and soon have 
more work than his time permits. Claude D. 
Winborn, M.D. Rebirth of a Specialty. Texas J. 
Med. Dec. 1959. 


exceeds 


The most dangerous day 

We often speak of the first day of a person’s 
life as being the most dangerous time of his 
existence. This is exemplified by the fact that 
the total mortality for the first day of life was 
35.8 per cent, while the mortality for the next 
29 days was 33.7 per cent, and for the next 11 
months was 30.5 per cent. Heyworth N. Sanford, 
M.D. Perinatal Mortality. Wisconsin M. J. Dec. 


1959. 
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Formula Diets and Weight Reduction 


Atvan R. Feinstein, M.D.*, Irvington-on-Hudson, N.Y. 


A NY PROGRAM that helps the obese patient 
safely obtain or remain on the negative 
caloric balance necessary for weight reduction 
is welcome. A formula diet constitutes one form 
of therapy. 

In any weight reduction program the patient 
must try to increase energy output, decrease en- 
ergy intake, or both. Attempts to raise the output 
of energy by physical or pharmaceutical methods 
have seldom resulted in sustained weight loss. 
Physical exercise may be vigorous and seem 
prodigious to the patient, but its increment of 
caloric expenditure adds only a small fraction 
to the larger amount usually consumed for basal 
needs and by ordinary activities. Exercise may 
improve muscle tone, help coordination, and 
create a sense of well-being in some patients. It 
may be useful in preventing weight gain, as long 
as the exercise is done continually and is not 
followed by increased food intake. However, as 
long as man must walk 36 miles to lose one 
pound, exercise will remain an inefficient method 
for weight reduction. Pharmaceutical attempts 
to raise the body metabolic rate have not been 
successful because the drugs were either (1) 
(e.g., pituitary 

damaging to body tissues 


ineffective hormone 
tions), (2) (e.g., 
dinitrophenol) or (3) unable to overcome home- 


ostatic regulation, so that they could be active 


prepa Ta- 


only when given in dangerously toxic dosage 
(e.g., thyroid). 

Since energy output cannot be raised effec- 
tively, reduction of intake becomes the primary 
approach to weight reduction. Intake of energy 
can be reduced by numerous methods, all of which 
involve the restriction of calories by the selec- 
tion, regulation, or elimination of certain natural 
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foods in the diet. To help promote adherence to 
the dietary restrictions, a number of adjuncts 
have been used. These involve (1) environmental 
control, (2) appetite depressants, (3) mood 
alteration and (4) homeostatic manipulation. 

Control of the patient’s environment by such 
means as hospitalization or milk farms is almost 
always successful, but it obviously has limited 
application. 

Use of appetite depressants or procedures or 
drugs which alter the patient’s mood or psyche 
has often been followed by good results. In 
most situations, however, the patient does well 
at first but later finds that the adjunct has 
“lost” its effect. Homeostatic manipulation, as 
described above, is unsuccessful when done by 
hormones in physiologic doses, and when done 
by diuretics to produce transient losses of water 
does not affect energy balance. 

Despite the many available diets and dietary 
adjuncts, the results of weight reduction pro- 
grams are poor.*? Losses of over 40 pounds gen- 
erally occur in less than 2 per cent of those who 
begin to diet; losses of over 20 pounds are rare 
in more than 15 per cent of patients; and of 
those who manage to achieve significant weight 
losses, only 1 to 2 per cent maintain the loss 
for 5 years. These results indicate that many 
diets have been “ideal” for the nutritionists who 
designed them but regularly have been abandoned 
by the patients who had to live with them. 


Factors in weight reduction 


A recent critical analysis? of the treatment of 
obesity reached the following conclusions: The 
ability to maintain voluntary calorie deprivation 
is influenced by (1) the patient’s life situation, 
(2) the patient-physician therapeutic relation- 
ship, and (3) the diet and dietary adjuncts. 
Each of these factors contributes in different 
ways and with different force to the performance 
of each patient; success is impossible if any of 
the three is sufficiently negative. In most in- 
stances, the patient himself and the therapeutic 
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relationship are the really significant factors be- 
cause they determine whether the dietary pro- 
gram will be maintained. Specific contents of the 
diet and its adjuncts are of relatively minor 
importance, although post hoc reasoning has 
often given them sole credit for dietary successes. 

The problem seems to be that, for a variety 
of reasons, many overweight patients receive 
comfort, sedation, and pleasure from food, and 
they develop the discomforts of anxiety and ten- 
sion when deprived of it. Their ability to toler- 
ate this discomfort is somewhat affected by the 
medication and dietary adjuncts, but it is more 
strongly influenced by their motivation, psychic 
status, and support from the physician-therapist. 

The role of the physician as a_ therapeutic 
agent is often not considered in many analyses 
of dietary success, but it frequently may be a 
decisive feature. Many physicians fail to perform 
this role because they may be disinterested, or 
because they find it too difficult or time-con- 
suming to learn, prescribe, and check the many 
complexities of intake and caloric measurements 
in standard food diets. To provide motivation 
for obese patients who have repeatedly failed to 
achieve success with standard diets, a new and 
radical approach may be desirable merely be- 
cause of its novelty. An approach which elimi- 
nates food entirely may be effective, as well as 
novel, because certain patients may prefer to 
avoid foods completely rather than to reduce 
their intake. 

For these reasons, formula diets are a help- 
ful addition to the therapeutic armamentarium 
in obesity. Like most “new” treatments, they were 
first used almost a century ago. Karell, in 1866, 
and later Moritz, in 1908, completely replaced 
foods by milk or buttermilk as the sole nutriment 
for obese patients. The formula mixtures of 
recent years were developed primarily as a con- 
venient technique for performing metabolic 
studies in hospitalized patients.* Formula feed- 
ing is ideal for this purpose because constituents 
can be assigned, measured, varied, distributed, 
and analyzed with a precision impossible with 
ordinary foods. Studies of lipid metabolism 
demonstrated that formulas could be accepted 
and tolerated by hospitalized patients. Formula 
diets were applied then to metabolic studies of 
hospitalized obese patients, who were maintained 
on formulas exclusively for over a year. The 
patients lost weight well, remained in good 
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health, and spontaneously commented that thy 
found the diet as pleasant, and, in some i1- 
stances, more acceptable than many of thcir 
previous programs. 


Effectiveness 


These results led to testing formula diets 
treatment of 106 out-patients,* who were « 
amined at weekly or bi-weekly intervals in 
special clinic. For home use, a 900-calorie mix 
ture of evaporated milk, corn oil, dextrose, ai 
water was the most palatable and simple hospital 
formula. It was prepared daily by the patient 
and taken in four to six feedings. Water, coffee, 
tea, carbonated water, low-calorie commercial 
beverages, and bouillon soup were permitted ad 
libitum. Multivitamin preparations were the only 
medication. 

Some patients maintained the formula dict 
for long periods of time with complete fidelity ; 
others used it as a basic dietary staple, with 
regular episodes of food supplementation ; others 
quickly abandoned the program. The over-all 
results were spectacular: 59 per cent of th 
siarting patients lost at least 20 pounds and 31 
per cent lost 40 pounds or more. No patient 


developed any evidence of nutritional deficienc\ 


during or after the dieting period. 

While the therapeutic effect of an interested 
physician and a special clinic may have made 
important contributions to the success of this 
diet, its intrinsic simplicity and inflexibility were 
major advantages to the patient and physician: 

(1) For the patient, there were no questions 
or decisions on choice of foods and hence no 
possibility of self-deception. 

(2) For the 
could be prescribed without using complicated 


physician, the formula diet 
food tables, and the adherence given to it could 
be easily checked since the patient was usually) 
aware of the nature and quantity of each dietar) 
departure. With a minimum of time required 
for discussing the nebulous aspects of food in- 
take, the physician could devote more attention 
to the patient himself. 

The major disadvantage of a formula diet is 
monotony, which makes formulas unappealing 
to most non-obese individuals or to those whose 
only motivation is cosmetic. It is often judged 
differently, however, by patients who are tre- 
mendously obese, desperate about their many 
previous failures, and anxious to try a new form 
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of tuerapy which can assure them of sustained 
weigit loss as long as the prescription is faith- 
fully maintained. 

The safety of the particular formula diet used 
in the above studies had been questioned’ be- 
cause it provides only 22 Gm. of protein per 
day. The nutritional tradition of high-protein 
intake during caloric restriction has little or no 
scientific data to support it. Concepts of nitrogen- 
balance requirements were established in pa- 
tienis of normal weight on maintenance diets; 
there is no proof that these concepts are valid 
when extrapolated to obese patients on reduction 


diets. Diseases associated with low-protein intake 
have occurred only when the total caloric intake 


restriction. The 
nitrogen 


was high, not under caloric 
potential evils of transient 

balance during weight reduction frequently are 
described, but they have never been demonstrated 
clinically. In studies of the malnutrition of war- 
time starvation, effects of vitamin depletion and 


negative 


infectious disease have not been 
separated from those attributed to protein and 
caloric insufficiency. In addition to these theo- 


balance 


adequately 


retical features, studies of nitrogen 
during prolonged periods of weight reduction® 
show the same results for both high-and low- 
protein diets, viz., patients initially have a 
moderate or marked negative nitrogen balance 
which later becomes only slightly negative or 
reaches equilibrium. Thus, the objections to the 
low-protein content of one formula diet cannot 
be sustained on scientific grounds and are con- 
tradicted by intensive clinical evidence of its 
safety.* 


Conclusions 


The utility of a formula diet in weight reduc- 
tion does not depend on its form or contents. A 
liquid mixture probably is prepared more easily 
than a solid one; a palatable mixture is more ap- 
petizing than one that is not. Aside from these 
requirements, a formula can be made in any 
desired arrangement. Its protein, fat, or carbo- 
hydrate constituents may be large or small; its 


for May, 1960 


salt, mineral, and vitamin contents can be 
altered to specific goals. The important features 
are that the mixture be calorically-restricted and 
invariant, that it replace ordinary foods, and 
that it be palatable, portable, and convenient 
for the patient and the physician. 

A formula diet is probably best reserved for 
patients who are markedly overweight, who have 
had repeated failures with standard dietary ap- 
proaches, and who are willing to attempt drastic 
measures. But it can also be used for short-term 
reduction periods in less obese individuals. Since 
ihe physician’s enthusiasm is an integral part of 
the therapy, it should not be used unless he is 
convinced of its safety and effectiveness. It is 
obviously no answer to the problems of obesity ; 
it merely presents an alternate form of treat- 
ment. The diet is difficult, unappealing to many 
patients, and must be followed by readjustment 
to conventional foods. Its excellent results in a 
carefully-tested series of patients show that it 
is safe, efficient, inexpensive, and practical. In 
a disease whose therapeutic results are so noto- 
riously bad, the salvage of only a single patient 
may be considered a triumph. Any diet which 
can perform this salvage safely and with ap- 
preciable frequency is a worthwhile therapeutic 
addition, even if it does not conform to nutri- 
tional concepts which lack scientific or clinical 
proof and which are supported only by the dog- 
matic weight of tradition. 
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Medical Management of Uveitis 


LawRENCE J. Lawson, Jr., M.D., Chicago 


NDOGENOUS uveitis is an ophthalmological 
manifestation of disease processes originat- 
ing systemically. The successful management of 
these cases requires the close cooperation of the 
family physician and the ophthalmologist. 
Uveitis may present itself as iritis, iridocycli- 
tis, or chorioretinitis, but the site of involvement 
does not incriminate any specific etiological 
agent. Progress has occurred in the treatment of 
patients with this disease because of improved 
diagnostic techniques, newer drugs, and more 
knowledge about its etiology. 
The relative importance of specific diseases is 
changing :! 





TB 

Syphilis 
Sarcoid 
Brucella 
Toxoplasmosis 
Virus Z : 13 





The general decrease in the incidence of syphi- 
lis, the more accurate diagnosis of other diseases 
simulating tuberculosis, and the stricter criteria 
for classification have changed these statistics. 
Newer information on sarcoid, Brucella, and 
especially toxoplasmosis has improved our knowl- 
edge of the etiology of uveitis. 

Uveitis is classified into two groups: a) Non- 
granulomatous, which is currently considered to 
be an allergic, sterile response by ocular tissues 
to bacterial hypersensitivity; it is characterized 
by an acute onset with marked inflammation, 
followed by recovery with minimal residual dam- 
age if seen early; and b) Granulomatous, where 
there is a direct invasion of the ocular tissues by 
the offending (nonpyogenic) organism. There is 
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typically an insidious onset with marked cell ilar 
infiltration, tissue destruction, and late repair 
by connective tissue. The purpose of establishing 
these two categories is to provide a possible clew 
to the etiology.? Some cases have characteristics 
of both types of uveitis. An organism that ),ro- 
duces signs of granulomatous disease also !may 
cause sufficient hypersensitivity to produce a 
nongranulomatous (allergic) reaction. Contra- 
riwise, repeated episodes of nongranulomatous 
disease eventually may mimic a granulomatous 
process. 

After establishing the diagnosis of uveitis and 
classifying the type, a careful and thorough his- 
tory should be taken and an etiological search 
initiated. The ophthalmologist should guide the 
survey and channel the investigation into spe- 
cific fields, arrange consultations, analyze the 
laboratory studies, and summarize the results to 
make a positive diagnosis whenever possible. 
He must decide whether the positive findings are 
related to ocular inflammation or are evidence of 
a previous unrelated infection. Uveitis specifi- 
cally ocular in origin—phaco-anaphylaxis, or 
sympathetic ophthalmia—will not be considered 
here as the ophthalmologist should be able to 
recognize these entities. 


Course of investigation 


Studies for bacterial hypersensitivity or foci 
of infection may be omitted when the clinical 
picture is clearly granulomatous. When there is 
direct evidence of focal or acute infections di- 
rectly related to the nongranulomatous uveitis, 
the survey for granulomatous processes also may 
be omitted. Otherwise, a search should include all 
the usual causes of uveitis. 

The first day, take a complete history. Look 
for any evidence of previous ocular disorders, 
their relation to systemic disease, prior therapy. 
and the response. Exposure to tuberculosis or a 
history of family infection is important. Rule 
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out ‘he possibility of congenital syphilis or other 
venereal disease. Question the patient about past 
travels and exposure to rare diseases, parasites, 
and infections; about recurrent fevers, lassitude, 
malaise, and allergies. Keep in mind the possi- 
bility of foci of infection regarding the status of 
the teeth, tonsils, genitourinary system, upper 
respiratory infections, and arthritis. 

On the same day as the history is taken draw 
hlood for serology, Brucella agglutination, al- 
humin-globulin ratio, and the Sabin methylene 
blue dye test. Then make a skin test with tuber- 
eulin.® Arrange appointments with a competent 
medical man familiar with the implications of 
uveitis, an otolaryngologist, a urologist (or gyn- 
ecologist), and a dentist. X-rays should be taken 
of the chest, sinuses, and teeth. 

Qn the third day, the tuberculin skin test is 
read, the x-ray reports are checked, and the 
intracutaneous tests with toxoplasmin and _ his- 
toplasmin are performed. 

On the fifth day, read the toxoplasmin and 
histoplasmin skin tests, review the consultants’ 
reports, and do an intracutaneous test with 
brucellergin. If foci of infection are reported, 
arrange for their removal and culture. If suspi- 
cious nodes are reported, biopsy is indicated. 


Interpretation of results 


A positive serology may be a biologically false 
positive. A luetic individual may have uveitis 
from another cause; therefore, other causes must 
he ruled out. A negative serology may indicate 
an inadequately treated case, but the history, ex- 
amination, and spinal fluid results should aid 
in diagnosis. A positive history of syphilis fre- 
quently is denied. Newer tests reduce the inci- 
dence of false positive tests. 

Diagnosis of tuberculous uveitis is difficult to 
establish. The clinical course may suggest or rule 
out ocular tuberculosis. Other causes of granu- 
lomatous disease should be eliminated. Evidence 
of previous tuberculosis is not necessary to estab- 
lish diagnosis. The hilar glands are the most 
frequent source of ocular involvement. Only 50 
per cent of patients with a presumptive diagno- 
sis of ocular tuberculosis have roentgenologic 
evidence of a previous pulmonary infection. An 
active tuberculous process in the eye does not 
always produce a high cutaneous sensitivity ; the 
skin test may be negative in tuberculous uveitis. 
Thirty per cent of those with ocular tuberculosis 
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have low or absent cutaneous reactions.* A nega- 
tive skin test, therefore, is of no diagnostic sig- 
nificance. 

Tuberculin testing should always be done with 
weak strengths to avoid precipitating severe ocu- 
lar reactions in those with a high sensitivity. A 
strong skin sensitivity is associated with a high 
ocular sensitivity. Not infrequently, in confusing 
cases where tuberculosis is suspected, strepto- 
mycin-dihydrostreptomycin plus para-aminosali- 
cylie acid (PAS) and isoniazid are given for 
a minimum of 21 days. If improvement occurs 
on this therapy, the regimen is continued for a 
ininimum of four months.® Desensitizing tissues 
with tuberculoprotein rarely is used today. 

Diagnosis of brucellosis in uveitis usually is 
a presumptive one. The history and clinical 
course may suggest the diagnosis. In the chronic 
stage of the disease, when the eye signs appear, 
a titer of 1:40 is of diagnostic significance. Ag- 
glutination tests after skin testing with brucel- 
lergin are worthless. In chronic ocular brucellosis 
the cutaneous sensitivity usually is high, but a 
positive test indicates only that the patient had 
brucellosis at one time, may have fully re- 
covered. 

Sarcoid is an important cause of ocular dis- 
ease. The clinical picture is important. The dis- 
ease may be limited to the eyes or only to cer- 
tain lymph glands. Ocularly, nodular iritis is 
almost always pathognomonic. A positive lymph 
node biopsy makes the diagnosis definite but a 
negative biopsy does not rule out the disease. 
Systemic signs are lymphadenopathy, cutaneous 
nodules, radiographic changes in the mediastinum 
and phalanges, anergy to tuberculoprotein, and 
elevation of the serum globulin. 

Leptospirosis patients have an incidence of 
10 to 40 per cent involvement with recurrent 
granulomatous iritis. Iritis begins typically four 
to eight months after recovery from the acute 
symptoms of headache, prostration, fever, and 
myalgia, frequently associated with jaundice or 
hemorrhagic phenomena. Diagnosis is aided by 
agglutination titers and complement fixation 
reactions. Positive cultures of the aqueous have 
been made for leptospira.* This is a rare cause 
of uveitis, 

Toxoplasmosis usually manifests itself as 
chorioretinitis ; rarely ever, as iritis or iridocycli- 
tis. The eye is involved in the chronic late stage 
of the disease when the patient is otherwise 
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asymptomatic and the antibody level is low and 
stable. Most adults cannot give a history of a 
positive diagnosis because the acute stage of 
parasitemia, slight fever, and lymphadenopathy 
usually are unrecognized. Retinal lesions are pro- 
duced in the chronic stage when retinal cysts, 
lying dormant for years after the acute stage, 
rupture and release organisms and antigen to 
cause allergy and necrotic reactions. Specific 
antitoxoplasmic chemotherapy is required to pre- 
vent scarring in the macular regions for which 
these lesions have a predilection. Titer of serum 
antibodies does not have to be high to justify a 
presumptive diagnosis of toxoplasmosis. If both 
skin test and dye tests are positive, the diagnosis 
is highly suspicious.7 Some authors believe this 
etiology is responsible for 35 per cent of all 
cases of retinochoroiditis.§ Treatment consists 
of the corticosteroids, the sulfonamides, and 
pyrimethamine. Repeated blood counts are neces- 
sary because of the danger of toxic depressions 
of hematopoiesis during therapy. Diagnosis usu- 
ally is presumptive, based on failure of the chori- 
oretinitis to respond to antituberculous therapy 
and because of a favorable response to toxo- 
plasmic drugs. 

Trypanosomiasis is another protozoan infec- 
tion that leads to intra-ocular inflammation si- 
multaneously with systemic manifestations. It 
is one of the more common causes of uveitis in 
Africa, but is almost unknown in America and 
Europe. 

Fungi are known to invade the eye in living 
forms. Diagnosis usually is established histologi- 
callv-after the eye is lost. Among causative fungi 
recorded in -the literature are: Aspergillus, Ac- 
tinomyces, Blastomycetes, Cryptococcus, and 
Mucoraceae. Probably the most important fungus 
in the etiology of uveitis is Histoplasma capsu- 
latum. Nonfatal 
anergy to tuberculin, pulmonary calcification, 
and a positive histoplasmin skin test. Typically 
this disease causes scarring in the choroid. 


cases are characterized by 


Viruses as a cause of uveitis must be listed 
under: the heading, undetermined origin, unless 
isolated from the ocular fluids. Herpes simplex 
and lymphogranuloma venereum viruses produce 
iritis or iridocyclitis. These viruses multiply 
and can be recovered from the aqueous. The 
viruses of Newcastle, influenza, Behcet, and the 
Vogt-Koyanagi-Harada syndrome produce toxic 
iritis but do not multiply in the eye. Diagnosis 
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frequently is made by the presence of coexi 
systemic changes—i.e., aphthous ulcers, s| 
fluid changes, vitiligo, dysacousia, and alo) 

Nematodes occasionally have been foun 
cause granulomatous unveitis. Usually the « ag- 
nosis is made pathologically ; the parasites r: ely 
are observed clinically. Unless the histor is 
suspicious, it is seldom worthwhile to iny. sti- 
gate this infrequent cause. 


Nongranulomatous uveitis 


The original idea of bacterial metastasis ind 
absorption of toxins from foci of infection 
been discarded. The evidence now supports the 
theory of bacterial hypersensitivity as the es-en- 
tial factor responsible for the ocular reaction. 
Foci of infection cannot be ignored if attacks 
of uveitis coincide with flare-ups of the focus 
or if there is a positive skin reaction to a test 
dose, employing an autogenous vaccine made 
from a focus of infection. 

It is the ophthalmologist’s duty to decide 
whether the presence of foci of infection or other 
physical defects or diseases should be specifically 
treated or removed. The opinion should be based 
on the belief that the infection is related to the 
uveitis. Certain evidence turned up in the diag- 
nostic survey may be unrelated to the ocular dis- 
ease and these individuals must be protected from 
unnecessary surgery and/or treatment.® 

If bacterial hypersensitivity is responsible for 
uveitis, there are three possible courses: 1) Block 
ihe ocular reaction with steroids; 2) Remove the 
specific hypersensitivity (foci of infection) ; or 
3) Use desensitization. 

Circumstantial evidence suggests that a large 
percentage of patients with nongrannlomatous 
uveitis have had prior infections with strepto- 
cocci. The number of antigenic foreign proteins 
to which humans can develop hypersensitivity is 
myriad, and it is impossible to investigate all 
possibilities. Demonstration of specific bacterial 
hypersensitivity is not necessarily prima-facie 
evidence that it is responsible for the ocular reac- 
tion. All factors must be considered before as- 
suming that the specific bacterial sensitivity is 
the actual cause. 


Therapy 


Until we reach the time ultimate goal of specific 
therapy in all cases of uveitis, nonspecific meas- 
ures remain an important part of the manage- 
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men. Salicylates are useful to decrease pain, but 
thei: specific action is not well delineated. Anti- 
biotics as nonspecific agents are completely inef- 
fective. Nitrogen mustard is being used success- 
fully in a research project to inhibit intra-ocular 
inflammation, but the results are too limited to 
draw any conclusions. Phenylbutazone may be 
indicated in certain instances where steroids are 
contraindicated but its toxicity should be appre- 
ciated. Foreign protein therapy is still used, al- 
though since the advent of the steroids, its popu- 
larity has decreased. The current consensus fa- 
vors high doses cf systemic steroids for limited 
periods, reserving fever therapy for cases where 
steroids are contraindicated. 
Conclusion 

The changing concepts on the etiology of 
uveitis are reviewed. A suggested plan for a sys- 
temic search is outlined. The interpretation of 
the results of the survey is discussed, outlining 
the pitfalls and the significance of the findings. 


When specific disease processes are discovered, 
the proper medical therapy is indicated to elimi- 
nate the source of uveitis. Nonspecific measures 
still have a place in the therapeutic regimen of 
uveitis so long as there is a significant number 
of patients in whom no specific etiology can be 
determined. 
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Role of the Diet in Athletic Conditioning (Abstract) 


WarrREN R. Guitp, M.D... Associate in Medicine, 


he need for an adequate diet for the popula- 

tion as a whole has been recognized and stud- 
ied for centuries. Although varying cultural pat- 
terns alter the various dietary patterns through- 
out the world, good nutrition is possible provided 
an adequate supply of food is available. For 
many reasons, however, the athlete is not pic- 
tured as falling into the same pattern of his own 
cultural milieu but rather stands to one side as 
a creature requiring supranormal nutrition. 

Good data have been collected in several areas 
of nutrition and athletics. A vast amount of 
information now is available regarding the opti- 
mal caloric intake for athletes who are partici- 
pating in various types of sports, realizing that 
some sports make greater caloric demands than 
others. It is fairly simple to determine calorie 
needs since this is directly related to fluctuations 
in the body weight, which is a simple parameter 
io measure. 

Another area which presents few practical 
problems is the need for fluids. Here again, not 
only is the body weight of some help but the 
athlete’s thirst mechanism undoubtedly is a more 
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accurate reflection than the measurements of the 
most. skillful scientists. Also, the electrolytic 
needs of the athlete are well understood now that 
measurements are available of electrolytic excre- 
tion both by the urine and by the sweat. 

There are large areas, however, where we have 
no adequate data. First are the inadequate stud- 
ies for assessing the optimal composition of the 
diet for the athlete as it relates to the relative 
proportions of fat, protein, and carbohydrate. 
Moreover, the relative merits of the various types 
of proteins ingested in regard to muscle building 
propensities are as yet unknown. Finally, the 
need for a more basic knowledge of the functions 
of vitamins and of their role in athletic nutrition 
is of great importance. Confusion and miscon- 
ceptions surrounding the need for dietary sup- 
plementation have resulted because these areas 
do not lend themselves to precise documentation 
and because direct data have not been obtained 
from researches on athletes themselves. Rather 
much of our currently useful information relates 
not to athletes but to studies performed on other 
groups, such as lumberjacks and factory workers. 
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Clinical-Surgical Conferences 


qj. 





Surgery for Essential Hypertension 


MODERATOR: 

Robert J. Baker, M.D. 

Associate Director, Department of Surgical Ed- 
ucation, Cook County Hospital 


DISCUSSANTS: 

Harold C. Voris, M.D. 

Clinical Professor of Surgery (Neurological) 
Stritch School of Medicine of Loyola University ; 
Senior Attending Neurosurgeon, Mercy Hospital 


S. Howard Armstrong, Jr., M. D. 

Director of Biological Sciences and Medical Ed- 
ucation, Cook County Hospital; Professor of 
Medicine, University of Illinois College of Med- 
icine 

Dr. Ropert Baker: The conference this 
morning deals with surgery for essential hyper- 
tension. We will try to exclude from the discus- 
sion those instances that are not true essential 
hypertension. 

It has been estimated that one-fourth of the 
adult population of the United States has ele- 
vated blood pressure in some form; the vast 
majority of this group comprises the so-called 
essential hypertensives, in whom one or several 
mechanisms, as yet not well defined, are active in 
producing elevation of diastolic blood pressure. 

The ravages of sustained hypertension are well 
known to us, and the deleterious effects on heart, 
kidney, brain, and eyes are all too frequently 
seen in every phase of medical practice. Despite 
lack of definitive knowledge on basic mechanisms 
of the production of hypertension, our therapeu- 
tic aims are directed at lowering blood pressure, 
specifically, diastolic pressure. 
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DEPARTMENT OF SURGERY, Cook County Hospirat 


One therapeutic modality available is surgery, 
and we shall discuss indications for and methods 
used in surgical treatment of essential hyper- 
tension. 

We are most privileged to have Dr. Harold 
Voris with us today. He was a staunch supporter 
of this institution from 1934 to 1950, having 
been on the staff in various capacities during that 
period. He was trained in neurosurgery by Dr. 
Adson of the Mayo Clinic, who was one of the 
foremost protagonists of surgery in hypertension. 

The other discussant, Dr. S. Howard Arm- 
strong, really needs no introduction. Aside from 
his other appointments, he is director of the 
Renal Clinic, and his experience and ability in 
renal diseases and hypertension make him an ex- 
tremely apt choice in the discussion here. 


Case 1 


Dr. Cart Lum (Surgical Resident): The pa- 
tient was a 54 year old white male truck driver 
who was admitted to the medical service with 
complaints of sweating, palpitation, extremely 
difficult breathing. and apprehension of several 
hours’ duration. He had known he had _ hyper- 
tension for about a year and had been taking 
pills for high blood pressure, but no heart med- 
icine. 

Physical examination revealed a blood pres- 
sure of 200/100 mm. Hg and a pulse rate of 86 
per minute. The fundi showed bilateral AV nick- 
ing, fresh hemorrhages, and one old exudate. A 
grade I systolic murmur and slight cardiomegaly 
were noted. Dyspnea was not present. Repeated 
blood pressure readings on succeeding days 
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ranged from 240/140 to 220/120 mm. Hg in 
hoth arms. Reserpine and Diuril® were started ; 
Apr -oline® and phenobarbital were added after 
several days in the hospital. 

Urinalysis showed 1+ albumin; BUN was 
25, creatinine 2.lmg., Regitine® test negative, 
creatinine Clearance 56.4%. Serum potassium 
ranged from 2.7 to 3.4 mEq/L. Intravenous 
pyelogram revealed prompt bilateral function; 
maximum urine concentration was 1.022. Blood 
pressure, standing, ranged from 180/120 to 160/ 
96 mm. Hg on therapy. Surgical consultation 
was requested, 


The general problem 

Dr. Baker: Dr. Armstrong, we will call on 
you first for a general discussion of the problem 
of hypertension as it is seen here, and an outline 
of the further work-up you would recommend. 

Dr. S. Howarp ARMSTRONG, JR.: Hyperten- 
sion as seen in the Cook County Hospital is much 
more unusual than that seen at the Mayo Clinic, 
where Dr. Voris was trained, or in Boston where 
[ had part of my training, or at Massachusetts 
Memorial, where Smithwick does his work. You 
have people presenting at County who say, “I 
was fine until six weeks ago,” but in their eyes 
there is a burst of flowers where there should be 
an optic dise, and the BUN happens to be 55. 
By Smithwick’s rules (original and revised), 
they are not admissible for any type of surgery. 


| want to talk a little about the classification 


of hypertension because that is important in de- 
termining whether any of these patients should 
be considered candidates for surgery. In the first 
place, in the early 1930°s hypertension was clas- 


sified according to eye-ground findings as grade 
i, 11, LIT, or TV. In the late 1930's, after Smith- 
wick developed his procedure and after the group 
Dr. Voris worked with decided they could not 
work with eye grounds alone, Smithwick added 
evaluations of the cardiac status and renal status 
and of whether there had been any arterial spasm 
in the head or elsewhere in terms of occlusive 
disease. And in this manner they decided that 
they did not want to operate on Smithwick’s 
grade IV. This decision was made because they 
had a mortality in this group that was different 
from the mortality in grades I, II, and IIT; it 
was significantly higher than the 1 or 2 per cent 
that one ordinarily considers a reasonable mor- 
tality rate with sympathectomy. 
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The Smithwick classification often has been 
criticized warmly by Grimson at Duke Univer- 
sity. He says it cannot be done this way. He 
says that if he is going to classify hypertension, 
he will take this classification plus the man’s 
race. You know that, at County, accelerated ma- 
lignant hypertension is a different disease in the 
Negro from that in the Irish or the Jewish 
patient. Grimson wants to know the patient’s 
heredity in terms of who in his family has had 
hypertension or one of its complications. He 
wants to know about the man’s wife because of 
the psychosomatic aspects of hypertension, and 
because hostility bothers the vascular system. He 
says that you cannot classify hypertension, but 
I think you can if you use the classification that 
Dr. Smithwick put down as basic and then put 
down one other factor: a period of observation of 
the hypertension before you decide what you are 
going to do. In the days prior to potent drugs, | 
never sent a hypertensive to surgery until I could 
see for four months what was happening to these 
things Smithwick has said are basic (unless the 
situation was an emergency) ; so I do not think 
you should say that hypertension cannot be 
classified. 

Let’s talk about this first patient. Here you 
have a 54 year old fellow who is hypertensive for 
one year, and his diastolic is not dangerous at 
first; he has fundi that do not show a large 
flower where the disc should be. He has a creati- 
nine which is only slightly elevated, and his clear- 
ance is half normal. If you rule out unilateral 
renal disease, he may be a candidate for surgery 
or perhaps be handled on medical management. 
One of the most important things to consider is: 
Will this man stick with medical management ? 
‘lo manage a hypertensive patient medically can 
be as hard as managing a brittle diabetic. You 
know about the dreadful problem of adjustment 
of drugs. If the patient would come in regularly 
he might be managed ; but if he is the kind who 
will not come in regularly, he might do better 
with surgery because it will take less medication 
to handle him, if he is properly sympathecto- 
mized. In private practice you might decide to 
handle such a patient by medical therapy. 

Dr. Baker: Is it always easy to classify the 
patient from the information you gave, and is 
not this classification somewhat arbitrary in this 
instance ? 

Dr. Armstrona: He is grade IT Smithwick, 
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but [ want to say one other thing. Smithwick 
says you must not operate on grade LV because 
of the high operative mortality, but | have had 
about eight patients of this type operated on 
here is Chicago. They were persons in whom the 
situation was desperate. It was explained to 
them that the mortality rate, where there was 
significant renal failure, goes from 5 to 40 per 
cent and that many surgeons would not touch 
them. Smithwick will not touch them at all. Of 
these grade IV patients, three of the eight died ; 
but of the survivors, we have had one with an 
8-year fellow-up whose functional preoperative 
status was such that anyone would have said he 
would be dead in six months. We have others 
with three to five-year follow-ups. 

Given the manifold risks, I think it is worth 
going to surgery for this kind of result. If you 
make it clear to the family and patient and face 
the mortality with the same philosophy that 
applies to radical carcinoma surgery, you will 
salvage an occasional patient. 

Dr. Baker: Certainly, the malignant course 
seen in patients with a rapidly progressive disease 
makes their staus similar to that of a patient with 
a rapidly-growing neoplasm. What about a dias- 
tolic pressure of 130? Is that a surgical level? 
If the patent has a blood pressure reading of 
220/120 mm. Hg, will you advise operation? 

Dr. ARMSTRONG: 
young 28 year old who could have a long life, 


If he stays at 120 and is a 


| would have him sympathectomized. If he is 60 
vears old, | would work with him for a while. 
| believe this is what Grimson means. It becomes 
a matter of individualized diagnostic appraisal. 
You may use a classification, but you have to 
use other things too. The diastolic pressure is 
not the sole criterion; indeed, there is no sole 
criterion. No appraisal, however detailed, done 
at one point in time, ever leads me to recommend 
surgery, or, indeed, not to. The most important 
consideration is the rate of progress of hyperten- 
sive manifestations over a period of time as ap- 
praised against the background of what is going 
on in the patient’s life. 


Dr. Baker: Dr. Voris, we would like to hear 
your approach to this problem. 

Dr. Haroip C. Voris: It is really a pleasure, 
in fact a thrill, to come to this amphitheater 
again this morning. My initial experience with 
this place began in 1928, and until 1950 I had 
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been here a great many times. 


I should begin my remarks by saying tha’ my 


experience with sympathectomy in hyperter ion 
does not warrant my being on this progra 
have not done many sympathectomies for hy , 
tension. We have steadily done a few ove 
years at Mercy Hospital. I think we are ¢ 
almost as many as we did in the 1940's, la 
because we are now getting some patient 
ferred to us by our medical colleagues who 
there is a place for sympathectomy in the 1 
ment of hypertension. I can assure you that 
patients have been well studied and obs 
over a period of time, because the medical 

do not refer cases to surgery until the patient has 
been studied carefully. I agree with everything 
Dr. Armstrong said about observation of the 
patient over a period of time. 

From a practical standpoint, in the seleciion 
of cases I] have always been interested in the 
patient’s resting blood pressure. I don’t: mean 
when he is sitting in a chair for an hour waiting 
to see you, but after he has been at bed rest 
for at least 24 hours, preferably 48 hours. Other 
specific tests I do not need to go into. 

I was interested in what Dr. Armstrong said 
about surgery in the grade IV case. A patient 
I operated on some three or four years ago for 
Dr. George O’Brien was a man in his early 40's, 
an instructor in a technical college in the city. 
He was admitted to Mercy Hospital with a 
subarachnoid hemorrhage, and he almost died. 
When [ was asked to see him, being interested 
in treatment of intracranial aneurysm, we did 
a carotid angiogram, which did not reveal any 
aneurysm or vascular malformation. He con- 
tinued to improve slowly, but his blood pressure 
remained high and fixed throughout the four to 
six week period of bed rest. His BUN stayed 
high and he had severe vascular changes, some 
of which may have been associated with spon- 
taneous subarachnoid hemorrhage. He had_ se- 
vere hypertensive retinitis. 

I didn’t want to do a sympathectomy on him, 
but Dr. O’Brien said there was nothing else to 
do, and why not try it; so eventually I did and, 
surprisingly, he went through the Smithwick 
operation in two stages very well and is still 
doing well. His pressure came down, whereas it 
had remained high and fixed for six weeks after 
the hemorrhage. He is just one of those persons 
whom it is impossible to fit into any classification. 
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| agree with Dr. Armstrong that you have to 
exercise your clinical judgment and select these 
cases as individuals and not on the basis of 


artificial grading standards. 


Before the conference, Dr. Baker evinced 
interest in the fact that I had had some personal 
experience with the initial attempts to treat 
hypertension by sympathectomy at the Mayo 


Clinie in the early 1930’s. Perhaps the rest of 
you would be interested in hearing about these 
attempts. Dr. Adson had been interested in 
sympathectomy since the late 1920’s, but his 
initial attempt to treat hypertension with an- 
terior rhizotomy was in 1930. I was his assistant 
when he performed his Jast rhizotomy, and | 
think that experience was responsible for (A) 
his giving up the procedure and (B) his being 
unwilling afterward to do any operation for 
hypertension which did not permit him to ex- 
plore the adrenal gland. 

The young woman had come in because of 
severe hypertension. After thorough work-up 
with all the procedures available at that time, 
she was referred to Dr. Adson for surgical 
treatment. He had had a previous and unpleas- 
ani experience, before I began my fellowship 
there, with rhizotomy for hypertension in a 
patient who was permanently paraplegic there- 
after, and I know he did this operation with 
reluctance. The first day before the patient 
could be intubated her systolic pressure was 300 
mm. Hg. She was returned to her room, kept 
under sodium amytal for several days, and then 
Dr. Adson did the first stage thoracic lami- 
nectomy with section of the anterior roots of 
T-6 through 'T-10 on each side. The patient 
never wakened. At necropsy she had a large 
adrenal tumor. That was the end of rhizotomy 
for hypertension so far as Dr. Adson was con- 
cerned, and furthermore, it resulted in his not 
being willing to perform any operation for 
hypertension that would not permit him to 
examine the adrenal gland; so he used surgery 
below the diaphragm. 

Another case I would like to speak of briefly 
is the first sympathectomy for hypertension at 
the Mayo Clinic carried out below the diaphragm 
by Dr. Craig in 1933. I was his first assistant, 
and IT can assure you we had a hard time finding 
the splanchnic nerve on that side; it was a real 
ordeal. It was not very long before Dr. Adson 
had evolved a procedure, which he continued to 
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follow, that consisted essentially of resection of 
the splanchnic nerve below the diaphragm. In- 
itially he did partial adrenalectomy but later 
substituted extensive resection of the celiac 
ganglion. Peet at Ann Arbor reported his first 
sympathectomy above the diaphragm in 1934 
and then proceeded to perform a large series. 

Dr. Armstrong told you that Smithwick, after 
initial trial of both operations, settled on a 
combined operation including the sympathetic 
chain from ‘T-8 through L-2, plus the splanch- 
nics, and this was extended by Poppen and 
finally by Grimson to include the entire sym- 
pathetic chain from T-1 to L-2, in addition to 
the splanchnic nerves. Peet’s operation initially 
included only the lower ganglia, but eventually 
went up as far as ‘T-8. Adson’s operation was 
basically L-1 and L-2 section, with splanch- 
nicectomy. ‘Then the combined operation ex- 
tended from T-8 to L-2; this was the Smithwick 
procedure. Poppen is a great technical surgeon 
and can perform his extensive operation more 
rapidly then most of us can perform a more 
limited one. 

In my own experience I have had the most 
satisfactory results with the Smithwick opera- 
tion, but I have done the Adson and Poppen 
procedures several times. It is generally agreed 
that the Adson is not adequate. On the other 
hand, it seems that the very extensive sym- 
pathectomy adds too much to the morbidity of 
the procedure and too much to the occurrence 
of complications, so, as far as I am concerned, 
the Smithwick operation is the one I have set- 
tled on, and have done nothing else for five or 
six years. I have never done a_ transthoracic 
procedure as I do not feel as much at home in 
the chest as I would like. 

I do not think that I can add anything to the 
contraindications to surgery that are listed on 
the second sheet given you [heart failure, re- 
cent cardiovascular accident, severe angina, and 
renal failure], nor can I add anything to what 
Dr. Armstrong said about selection of cases. 
Obviously people who have been satisfactorily 
managed from the medical standpoint are not 
candidates for surgery, and only the most anx- 
ious surgeon would consider that they were. Of 
course, it is convenient to be rather dogmatic 
about contraindications and say that cases of 
cardiac failure or renal failure or recent cere- 
brovascular accident should not be operated upon, 
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or severe angina pectoris. Actually, as both Dr. 
Armstrong and I have indicated, there may be 
exceptions to the rule in which surgery should 
be undertaken only after careful consideration. 


Physiologic effects 


Dr. BAKER: Dr. Voris’ modesty in disclaim 
ing a great experience is not well accepted since 
he has written extensively on surgical treat- 
ment of hypertension. Dr. Armstrong, what do 
you think sympathectomy accomplishes? Does 
it accomplish a simple mechanical reduction 
of blood pressure? Is there increase in renal 
blood flow? Is this mechanical lowering of pres- 
sure enough, or is there some other effect which 
we have not touched upon as yet? 

Dr. ARMSTRONG: That is a matter of argu- 
ment. The study done at Smithwick’s laboratory 
showed that immediate postoperative filtration 
rates and renal blood flow were not greatly dif- 
ferent from the preoperative findings; but al- 
though you do not get a reliable fall in rest- 
ing blood pressure, the progress of vascular le- 
sions that kill the patient is in some way held 
up. This has been explained on the basis that 
the physiologic response that one gets, due to 
postural changes, is blocked. Many presumptive 
blood pressure rises that occur when no one is 
measuring are blocked ; for instance, your blood 
pressure may go up when you are angry or 
when the Valsalva maneuver is done. If you do 
a Valsalva on a properly sympathectomized pa- 
tient, the blood pressure does not go up. This 
stabilization in daily life may be a key factor 
in preventing progress of vascular damage. 

Again, it has been shown clearly that the 
development of arteriosclerotic lesions occurs 
at a faster rate in the presence of consistent 
diastolic hypertension, and when you have this 
diastolic hypertension partially reduced the in- 
cidence of complications related to plaques in 
arteries may be reduced. Grimson has said that 
if we could eliminate all sympathetic impulses 
originating from T-2 down to L-2, there would 
be a good deal less chance, in response to var- 
ious types of stress, of producing adrenalin. Im- 
mediately, when we do that we may jump over 
the fence and say, Why not take the adrenal 
out? There is a strong school in favor of ad- 
renalectomy for hypertension today, championed 
by Dr. Zintel in New York.? 
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Dr. Baker: Dr. Voris, would you com) ent 
on whether you think the sympathetic ch iin, 
as Grimson says, stimulates some eccentric so. ree 


of adrenalin? Also, do you examine the ad: nal 
routinely ? 

Dr. Voris: T cannot answer the first © ies- 
tion because I have not been able to carry out 
that type of study in the majority of cas. | 
have treated. What sympathectomy does to t ese 
patients is a fascinating question. IT am_ . lad 
that no one has used the term “neurogenic 
hypertension,” because nobody knows what that is 
in the human being. Actually, there have been 
one or two reported cases of neurogenic hyjer- 
tension in man but without survival for a period 
of time sufficiently long to determine whether 
the hypertension would persist. Bucy called at- 
tention to the fact that if you watch a patient's 
blood pressure while he is having resection of 
the glossopharyngeal nerve, there would be a 
rise in blood pressure, but that rise is always 
transitory. It is due to the fact that severing the 
parasympathetic nerves (of the cranial outflow) 
is tantamount to sympathetic stimulation. 

Trigeminal neuralgia is bilateral in a small 
percentage of cases, ranging from 0.5 to 6 or 
8 per cent, but in any case, the total number 
of bilateral trigeminal neuralgias is very small. 
No case of bilateral glossopharyngeal neuralgia 
has presented itself to a surgeon, so we don’t 
know whether it is justified to section both glos- 
sopharyngeal nerves. Both have been resected 
for treatment of pain from malignant disease 
in the throat, but those patients are hardly 
satisfactory experimental subjects because they 
have been so debilitated from disease that rise 
in blood pressure may have been forestalled. A 
rise was reported in one case, but the patient 
did not live long enough to determine whether 
it was a lasting rise. So we don’t know what 
neurogenic hypertension is, in man. However, 
I believe that sympathectomy can take away 
to some extent the ability of the blood pressure 
to respond to emotional stimuli. 

As to your second question about exploring 
the adrenals, I do not do this routinely in the 
sense of probing them, but I do explore them 
hy palpation. 

Dr. Baker: Our first patient had a bilateral 
Smithwick procedure and both adrenals were 
found to be normal. His blood pressure following 
operation was, supine, 160/94, standing 120/84 
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Hg. Which is the more significant of these 
readings? The main difference is in the 


mn 
twt 
systolic pressure. 

“Dr. ARMSTRONG: That is a good result. The 
diastolic lying down is the hardest in which to 
obtuin a satisfactory response. It will be easier 
for this gentleman to live a long life. 


Dx. JOHN Boswick (Surgical Resident) : The 
patient was a 36 year old Negro male admitted 
from the county jail because of “hypertension.” 
He had been hypertensive for 14 years; he was 
accepted by the Army for service in 1943 but 
was told of his high blood pressure on discharge 
in 1945. He had been well except for occasional 
“lightheadedness” and headache following ex- 
ercise. The patient was given medication for 
hypertension some four years prior to admis- 
sion, but had taken medication for only three 
months, 

‘he patient’s mother had died of a stroke at 
ihe age of 42; two brothers and a sister had 
died of “high blood pressure.” 

(yn physical examination the patient had a 
blood pressure of 260/170 mm. Hg, pulse rate 
72 per minute. Moderate AV nicking was pres- 
ent, and one round hemorrhage was seen in the 
right fundus. The left heart border was at the 
anterior axillary line. No other abnormalities 
were noted. 

Urinalysis showed a trace of albumin and 
specifie gravity of 1.018; the patient concen- 
trated to 1.024. PSP excretion was 62% in 
2 hours. Intravenous pyelogram was normal. 
NPN was 24, creatinine 1.2 mg. %; serum 
potassium 3.2 to 3.6. Urine albumin in 24 hours 
was 0.5 Gm. After two weeks of drug therapy 
the blood pressure was 170/120 mm. Hg. 


Dr. Baker: I had occasion to take care of 
this man; he was a recalcitrant patient. He said 
that he knew he was going to die of hyperten- 
sion so why take drugs? However, his obstinacy 
was tempered by the fact that he was in jail 
and he liked the hospital better, and when he 
found out that could stay in the hospital, he 
thought surgery would be fine. Dr. Armstrong, 
will you comment about the management of 
this patient’s hypertension? 

Dr. ArmstRONG: On this patient, I would 
want the adrenals explored. He is an _ ideal 
candidate for sympathectomy. The more recal- 
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citrant he is, the more reason to offer sym- 
pathectomy, because he will not cooperate on 
medical treatment. Often someone will accept a 
violent thing when he is violent in personality, 
whereas he will not accept long-term treat- 
ment. He would be classified as Smithwick grade 
III. If you use all the things Grimson would 
like you to add to the: Smithwick classification, 
he would get into Grimson grade IV, because of 
his family history and perhaps because of re- 
lationships with his wife if he is in jail. 

He has everything that we use as a basis to 
determine whether to operate; some of our 
medical residents have made great pleas that 
they are not going to learn how to take care 
of hypertension medically if we refer people 
too early to you. But having watched the strug- 
gle in patients like this, trying to hold the blood 
pressure with drugs, knowing the manifold 
combination of drugs you have to use and the 
manifold side effects of these drugs in effective 
dosage, I would much rather take a bee-line to 
the surgeon and use drugs in lesser amounts 
after surgery. 


Personality and age 


Dr. Baker: At the age of 25, and with this 
personality, what would you do? This was the 
situation when his hypertension was first dis- 
covered. 

Dr. ArmstRONG: That is a really tough ques- 
tion. There are people who have this degree of 
hypertension who live quite a while without se- 
rious trouble. How are you going to spot them 
in advance? If you can’t, you may operate on 
a lot of people, and some unnecessarily. I would 
say to tell him to come back over the span of 
a year, but this man will probably not come 
back, so he will end up with another physician. 
I would not recommend operation for him with- 
out at least a chance to study him over a year 
and appraise the progress of his hypertensive 
manifestations. 

Dr. Baker: This man had a bilateral Poppen 
procedure and two months later his supine blood 
pressure was 180/120 mm. Hg, whereas before 
surgery it was 240/170 mm. Hg. He had a 
severe postoperative neuralgia, as is not uncom- 
mon after extensive sympathectomy. 

Dr. Voris: Severe neuritis postoperatively 
brings up the problem of surgical complications. 
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Pleural effusion is a common postoperative com- 
plication in the first postoperative week, and we 
frequently have to aspirate the chest. It is not 
of consequence over a long period of time; it 
usually clears up after aspiration, but you must 
be on the look-out for it. Remember that when 
you strip the pleura off the ribs, as you do in 
the Smithwick operation, there will be some 
change in the breath sounds and some dullness, 
with perhaps fluid; so I do not depend too much 
on physical signs, but rather on whether the pa- 
tient is showing respiratory embarrassment. 
Intercostal neuritis is a different story, and | 
have tried everything that has been suggested. 
[ have tried avulsing the nerves or sectioning 
them. We always try to protect them as much 
as possible, and I certainly don’t know why we 
treated 
I had severe tech- 


get this neuritis. The last case I had 
no neuritis on the side that 
nical difficulties with because of an old adhesive 
pleuritis, and I am sure there was more re- 
that side. On the other side, with 


moderate operative difficulty, there has been a 


traction on 


severe neuritis. The condition can last a long 
time; generally, it clears up after a number of 
months. In one case we eventually did a lami- 
nectomy and posterior rhizotomy two years after 
sympathectomy. There are other complications 
and one is very dreadful; unfortunately, one of 
my patients had it: paraplegia apparently due 
to thrombosis of a spinal artery following drop 
in blood pressure. 

Dr. Baker: Would this 
short period of time discourage you? It dropped 
very quickly, but in two months it went back 


pressure rise in a 


up. 

Dr. Voris: 
down. It is interesting that his blood pressure 
two months after operation is essentially what 
he had after two weeks of drug therapy. I must 
confess that if I had seen this patient initially, 


However, his diastolic has stayed 


I would have thought he was not a good sub- 
ject because I would have been frightened by 
that diastolic pressure of 170. When it drops 
50 points after drug therapy, the situation is 
different. I agree that patients of this type are 
better off with sympathectomy than without, or 
attempting to keep them on medical manage- 
ment. Medical management can almost be pre- 
dicted to fail in patients with personalities of 
this type. Medical treatment demands a great 
forebearance on the 


deal of cooperation and 


patient’s part; and if he is not willing to | ive 
that, he candidate 
sympathectomy, even though you do not — eel 
medical treatment has had adequate trial. 
Dr.Baker: Would you have operated on 
at 28? 
Dr. Voris: I 
period of observation that Dr. Armstrong 1 


may very well be a 


would have wanted the s 


tioned. His remarks on that score cannot be 
strongly emphasized. 

Dr. ARMSTRONG: Dr. Voris said he woul 
the 170. 
you who want some fun in reading should 


bothered about pressure of Some 

down with the apparently uncensored panel | 
cussion in last year’s Hypertension Symposiu 
in Philadelphia.t I think it was Dr. 
failure will be a 
failure. He said he does not want to do these 


Grimson 
who said medical surgical 
medical failures. Now everyone who plans syin- 
pathectomy with a diastolic of 170 will probably 
agree that some medical management is needed 
before surgery. But the significance of Grimsoun’s 
remark depends on your definition of medical 
failure. There are patients with a presenting 
diastolic of 170 who with a mean diastolic of 
100 cannot be satisfactorily maintained on med- 
ical management alone and who have a chance 
for satisfactory management with a combination 
of surgery plus medicine. If you can bring the 
initial high diastolic down somewhat, then you 
are in a position to operate. If you can’t budge 
it medically, you are dealing with a member of 
that small but appreciable percentage of hyper- 
tensives for whom nothing can be done. The 
people who were sitting around that discussion 
table were reluctant to let Grimson off with his 
and failures 
without some definition of degree of medical 
failure. As a matter of fact, I strongly feel the 
other way (and my own personal experience in 


equivalence of medical surgical 


hypertension is certainly smaller than Grimson’s 
in that I have never limited myself to working 
with any single group of diseases) : the medical 
failure is just the patient who needs most con- 
sideration of surgery and needs it just as the 
medical failures in peptic ulcer management 
need consideration of combined therapy. 

Dr. Voris, do you use in sympathectomy an\ 
temporary support with steroids? I would say 


that paraplegia is indeed a very rare complica- 


tion. I would guess it must be less than one 
tenth of one per cent in the total literature. 
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in. Vorts: [ have not used steriods. When we 


hai our case about eight years ago, we were 
abl to learn of only 7 other cases, and not all 
these have been published. Our patient became 
pal iplegic 48 hours after surgery. He was noted 
during the mght to have low blood pressure, 
but he had not required supportive medication 


after surgery. What happened that night can- 
not be stated because the nurse did not recognize 
the paraplegia. He was an elderly individual 
in the upper age limit by any criteria, and he 
had a fair amount of arteriosclerosis. 


FREDERICK STENN, M.D., Chicago 


A J. Carlson used to tell his students that 
* physiology has no boundaries. Medicine 
too has no limits. Like the rays of the sun, our 
art extends its fingers into every phase of human 
activity. As practicing physicians, we soon learn 
that our services are not confined to the patho- 
logie and psychiatric understanding of our pa- 
tient, nor restricted to pill, hypodermic needle, 
or scalpel. We become increasingly aware of our 
role as friend and councelor and in that capacity 
are called upon to serve often as judge, lawyer, 
financier, philosopher, engineer, and social work- 
er, even as a minister. We learn that we are 
treating not disease alone but man too. 

Ludvig Hektoen exhorted his research werkers 
to “follow through.” If a fact is learned, explore 
it to its greatest depth, he would say. So too with 
the patient the problem his illness presents 
is merely a smal] opening which leads, like Alice 
in Wonderland chasing after a rabbit, to a mar- 
velous labyrinth; and the deeper we inquire, the 
more effective our therapy. 

The dedicated doctor finds himself involved in 
all manner of activities. How frequently are we 
moved by the elderly widow with hypertension 
who asks, “Doctor, shall I sell my home or rent 
it?” Or the bewildered daughter, “Is it better for 
me to quit my job and care for my demented 
mother at home or shall I place her in a sanitori- 
um ?” Or the city employee desperately struggling 
against the effects of a manic depressive psychosis 
who earnestly asks, “Is a divorce the answer to 
iy problem or a separation?” Or the butcher, 
pale and thin with cancer that has spread from 
the larynx to the lumbar spine who beseeches, 


for May, 1960 





The Compassionate Physician 








Dr. ArMstrRoNG: Were his posterior columns 
intact? Was it an anterior spinal artery lesion? 
Dr. Voris: As far as we could determine he 
had a transverse lesion. 
Dr. BAKER: I want to thank both discussants 
for this most illuminating presentation. 

1 - Moyer, John H.: Hypertension. The First Hahnemann 
Symposium on Hypertensive Disease. W. B. Saunders 
Co., Philadelphia, 1959, pp. 716-723. 

2 - Mackie, J. A., Zintel, H. A., et al.: A comparison of 
thoracolumbar sympathectomy and bilateral adrenalec- 
tomy-sympathectomy in the treatment of essential hyper- 
tension. Surgical Forum. W. B. Saunders Co., Philadel- 

phia, 1954, pp. 169-172. 


“How can I look at death without fear?” Or the 
wife who says of her husband, confined at home 
by a stomach tumor, “Doctor, if you'll come 
around and just talk to him from time to time, 
he will be able to endure it.” 

To write a note of congratulation on marriage, 
and a note of consolation at death. 

Each day somewhere a doctor grasps the shak- 
ing hand of an old man who has just lost his 
wife and attempts to impart into him the cour- 
age necessary to meet the lonely days ahead; 
whispers encouraging words to an expectant 
woman who is exhausted from an arduous: and 
painful labor, sits hour after hour at. the bedside 
of his critical coronary patient with words’ of 
cheer and hope, gives comfort to the family of 
a patient who had just undergone a surgical op- 
eration, and sets at ease a mother distressed with 
the cares of her newborn baby. These and a thou- 
sand other similar deeds physicians bring to pass 
silently and daily all over the world. The great 
leaders of our profession took pride in doing a 
kindly act, in expressing a gracious thought, in 
showing that someone cares. Osler, Mackenzie, 
Broadbent, Parkinson, Lettsom, Shippen, Wistar, 
Trousseau, Janeway, DaCosta, Weir Mitchell, 
Dieulafoy, and Diffenbach were of this stamp. 

Is such magnanimity a part of the function 
of a physician? Yes, as much a part as a ham- 
mer is the tool of a carpenter. Strict attention 
to the scientific aspects of a patient is attention 
to only half of a man. Understanding with sym- 
pathy and tenderness and thoughtfulness is the 
other half. The combination gives the profession 
its nobility. 













Development of Inguinal Hernia 


Following Appendectomy 


James Scorr, M.D., Dwight 


T he frequent development of inguinal hernia 

following appendectomy cannot escape the 
attention of a busy surgeon. The etiological rela- 
tionship has been suggested under the principle 
that any abdominal incision weakens the struc- 
tures of the abdominal wall. 

In 1911 Hoguet found among 190 patients 
eight right inguinal hernias that had developed 
following appendectomies.* Exclusive of all ‘‘con- 
genital and double acquired” hernias, the inter- 
val between the two operations ranged from two 
weeks to four years. In 1951 Lichtenstein and 
Isoe reviewed 567 patients with inguinal hernias 
and found 67 who had had appendectomies ; these 
67 cases included 40 right sided hernias and 12 
bilateral hernias.? In a series of 1,357 inguinal 
hernias, Walker found a preceding appendectomy 
in 110 patients.* Following numerous publica- 
tions, mainly in foreign languages, and statisti- 
cal studies, the concensus was cautiously phrased 
by Seulberger and Peters that lateral abdominal 
incisions predispose to inguinal hernias, espe- 
cially on the right side.* 

A review of publications on this subject re- 
veals a vagueness of the conclusions. The great 
frequency of appendectomies and inguinal her- 
nias with the recognized predominance of right 
sided inguinal hernias makes it difficult to sub- 
stantiate a cause-and-effect relationship in all 
cases. The multitude of etiological factors in the 
development of inguinal hernias reduces further 
the value of statistical figures. 

Present study 

This study is based on the records of 196 male 
patients with inguinal hernias treated at the 
Veterans Administration Hospital, Dwight, IIl., 
from 1957 to 1959. Their ages ranged from 22 to 
70 years. 


Department of Surgery. l’eterans Administration 
Hospital, Dwight, Illinois. 


344 


Among 196 patients, 32 (16.390) developed 
postappendectomy inguinal hernia, 12 on the 
right side, nine on the left; 11 patients jad 
bilateral hernias. 

All but three of the patients were more than 
20 years old when they were operated for ap- 
pendicitis. ‘The remaining three were 11, 13, and 
16 years of age. The hernia that developed was 
bilateral in all three instances. Since any damage 
to the structures of the abdominal wall is easily 
corrected by the growing body of the young 
child, inguinal hernias do not appear to be late 
complications of appendectomies in children. 
The fully developed muscle and fascia of adults, 
however, require perfect approximation and heal- 
ing to prevent such a sequela. 

The time interval between the appendectomy 
and the appearance of the inguinal hernia has 
ranged from one to 36 years. The appearance of 
the hernia within a short period of time appears 
to support an etiologic relationship. 

Indirect hernias were predominant being pres- 
ent in 25 cases ; two patients had both direct and 
indirect hernias. Appendectomy had been per- 
formed through a McBurney incision in 27 pa- 
tients and through a low paramedian incision in 
five. Several incisions were placed low, in close 
proximity of the inguinal canal. 


Nerve injury and abscess 


A frequently mentioned factor in development 
of these hernias is damage to the segmental nerve 
supply of abdominal muscles during appendec- 
tomy. The resulting loss of muscular support is 
blamed for weakening the internal ring and the 
floor of the inguinal canal. While nerve damage 
may be a factor in some cases, we were unable to 
find clinical evidence of it manifested by bulg- 
ing, toneless muscles. For this reason, we feel 
that incomplete approximation or healing of the 
fascial layers is a more important factor. 
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ith Hoguet and Pitkanen have noted an in- 
ercesed frequency of right inguinal hernias fol- 
lo. ng prolonged drainage of an appendiceal ab- 
scess and following the development of an in- 


eisional hernia.’’® In this series, intra-abdominal 
abscesses were drained through a McBurney in- 


cision in two eases. An incisional as well as an 
inguinal hernia developed in both instances. 


Conclusions 


{mong 196 patients studied, lower abdominal 
incisions appeared to be a factor in the develop- 
ment of acquired ipsilateral inguinal hernias in 
adults when an intra-abdominal abscess required 
a prolonged drainage and when the hernia devel- 
oped within a short period of time following the 


The Original Apothecary 


The pharmacist of today is the lineal de- 
scendant of the apothecary of the middle and 
late Renaissance. The apothecary was originally 
a storekeeper, largely a grocer who handled 
drugs in what modern verbiage would describe 
as a “department” of his store. In the early 
reign of James the First, the grocers and apothe- 
caries constituted a single guild, but in 1617, 
James granted the apothecaries a charter of their 
own. There were 114 members of the original 
group, and they adopted a set of guideposts, re- 
sembling a code of ethics, among which were 
that each would fill the physician’s “bill,” the 
forerunner of our present day prescription, ex- 
actly as written, “meddle only in his own voca- 
tion” and remember that “his office is only to 
be ye physician’s cooke.” Although they had 
practically a complete monopoly on drugs, they 
were subject to inspection by the College of Phy- 
siclans, who had legal authority to enter their 
premises, inspect their stocks, condemn 
such of their wares as were adjudged of inferior 
quality. 


and 


There was a dearth of physicians, and the 
apothecaries not but 
actually practiced medicine and legally could 
perform a phlebotomy for one condition only, 
pleurisy. There was a definite danger in actual 
practice by the apothecary, however, for if he 


only counter-prescribed 
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appendectomy. However, in the majority of cases, 
in spite of tempting simplicity of etiologic rea- 
soning, a cause-and-effect relationship could not 
be established. 
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Uber die Manifestation 
nach seitlichen Bauch- 


undertook to treat a patient who died, the poor 
apothecary was guilty of a felony. Hence it 
became customary in case of severe illness to 
call a physician consultant and refer the criti- 
cally ill patient to him. 

The actual splitting of fees does not appear 
to have been done; but the physician usually 
prescribed generously, and the referring apoth- 
ecary filled these prescriptions at an inflated 
price so that the drug bill was often larger than 
the physician’s fee. It does not seem strange 
that, under such circumstances, banter, discord 
and dissension ran riot, and many charges and 
counter-charges of profiteering and overcharging 
were indulged in by both groups. There seems 
considerable evidence of profiteering on the part 
of at least some of the apothecaries, for there is 
a record extant of a charge of 30 shillings each 
for 25 pills. Certainly the criticism we so often 
hear today of the high price of drugs is not a 
phenomenon originating in the twentieth century. 

The physicians were charged with greed also. 
In fact, the members of both professions in 
England were, as a rule, wealthy. The customary 
physician’s fee was a ten shilling coin called an 
angel, and one wag among the apothecaries made 
the observation that a physician was like Bala- 
am’s ass; he wouldn’t speak a word until he 
saw an angel. Walter FE. Vest, M.D. Medico- 
Pharmaceutical Relationships. West Virginia M. 
J. Nov. 1959. 
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Indications for senile cataract 
extraction 


A recent article states that cataract ex- 
traction has become the most frequent operation 
in the aged. This is partially due to the increased 
longevity of our population, but it is also de- 
pendent on the fact that two such operations 
can be performed on the average patient, in 
contrast to other geriatric procedures such as 
prostate resections and hysterectomies, where 
gender and uniqueness sharply limit the pos- 
sibilities for surgery. However, the fact there 
are two eyes frequently confuses the issue when 
cataracts are present, and it is not uncommon 
to see patients who have received completely 
divergent opinions on the advisability of removy- 
ing a monocular cataract. 

When should a 
Two clear-cut indications for 
exist. The first may be called the objective in- 
dication, and it is the presence of a mature or 


then cataract be removed ? 


such surgury 


hypermature cataract. This type may undergo 
various changes, all of which bode ill for the 
eye. Swelling of the opaque lens fibers may 
occur, with subsequent glaucoma due to narrow- 
ing of the angle of the anterior chamber. Dis- 
integration of the lens fibers may follow, pro- 
ducing an iritis. A hypermature cataract may 
even dislocate, making its removal much more 
hazardous than the routine cataract extraction. 
For these reasons a mature cataract should al- 
ways be removed regardless of the visual state 
in the fellow-eye. 

The second clear-cut indication for cataract 
extraction is the presence of bilateral cataracts 
where the vision in the better eve is below the 
patient’s needs. This may be called the subjec- 
tive indication, and it is obviously variable. The 
illiterate workman may get along very well for 
many years with 20/100 vision in his better 
eye. The jeweler or machine tool operator, on 
the other hand, may require surgery when the 


346 


vision in his better eye falls to 20/40 or 20 
Note that the important factor is the visio; 
the hetter eye. 

Why is the vision in the poorer eye ignoi 
The the 
optical lenses. In 


answer to this lies in postopera 


problems of cataract 


average patient with a good surgical res 

aphakie lenses will magnify objects about 

per cent. Conversely, if the unoperated eye fias 
good vision, it will see an image one third 
smaller. This results in an intolerable diplopia 
which can be overcome in two ways. One can 
allow the patient to continue using his unoper- 
ated eve by simply not prescribing a correcting 
lens for the aphakic eye, or one can correct the 
aphakie eye and block off the unoperated eve 
with a strong plus sphere. In both instances the 
patient has essentially monocular vision. Note 
that this is exactly the condition that existed 
before surgery, so that in essence the patient 


ix no better off after surgery than he was before. 


In all fairness, we must present the argu- 
ments of those who advocate removing a mono- 
cular cataract. First, they state that the field 
of vision is improved. This is true. The im- 
provement in side vision is about 15 per cent 
due to unobstructed lateral vision. This slight 
increase in field is rarely of great advantage to 
the patient, since most people prefer to turn 
their heads to gaze at objects in the extreme 
periphery. 


Secondly, one may prescribe a contact lens 
for the operated eye which reduces the image 
disparity to 2 or 3 per cent. This is tolerable 
and does allow binocular vision for distance. (A 
reading glass or bifocal lens will still have to 
be used for work.) Furthermore, few 
patients are willing to put up with the nuisance 


close 


and foreign body awareness of a contact lens 
when without such a device they can see well 
with their unoperated eye. However, the whole 
field of contact lens fabrication is undergoing 
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rajid change and more satisfactory lenses are 
being reported daily. None is as yet ideal. 
inally, there is the recent introduction of 
intraocular plastic lenses which, theoretically, 
do away with all postoperative optical problems. 
This is mentioned only to be strongly con- 
The incidence ot 


demned. postoperative com- 


plications is high, and the introduction of a 


foreign body into the eye can be considered only 
an experimental procedure at this time. Routine 
cataract extraction has become a safe, effective 
operation in most cases. Occasional complica- 
tions do occur as with any surgical procedure, 
but great strides have been made in recent years 
in preoperative preparation, anesthesia, sutures, 
postoperative care, ete., so that complications 
are becoming fewer and fewer. The introduction 
of a foreign plastic material into the eye is at 
present a step backward. 

in summary, then, two chief indications exist 
for the extraction of the ordinary senile cataract. 
One, the presence of a mature or hypermature 
cataract in one or both eyes and two, the presence 
of binocular tmmature cataracts where the vision 
in the better eve is less than the patient’s needs. 

David Shoch, M.D. 


Rehabilitation 


During the past ten years there has been a 
rapid growth of interest in rehabilitation among 
both professional and lay citizens of Illinois re- 
sulting in development of physical facilities and 
programs known as Rehabilitation Centers. In 
addition to patient services, these Centers have 
developed teaching and research programs. There 
are four Centers in Chicago and Peoria. [See 
Reference Sheet. | 

Rehabilitation includes physical, psychological, 
social, economic, and vocational evaluation and 
treatment. To successfully accomplish these ob- 
jectives, full cooperation and support of the med- 
ical profession, local and state agencies, industry 
and business is mandatory. No citizen, regard- 
less of his social or vocational relation, is ex- 
cluded. Expansion of the Rehabilitation Center 
services has and will depend on the support of 
the medical profession and the rapidity with 
which follow-up programs develop. Our centers 
are having the full cooperation of the Division of 
Services for Crippled Children, Division of Vo- 
cational Rehabilitation, and Illinois Public Aid 
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Commission. heir interest and support has 
aided materially the success of the programs. 
What is a Rehabilitation Center? Who needs 
it? How does it function? Rehabilitation used 
singularly has different meanings for different 
people. Rehabilitation is a popular word because 
Federal and State legislation has made monies 
in large quantities available to those who have 
developed plans and programs to meet a need. 
The key word in rehabilitation is need. Re- 
habilitation is a process in which we meet or at- 
tempt to meet the needs of the group to which 
we are referring. Major objectives are focused on 
disabling problems resulting from illness or in- 
jury. 
I}]ness 
health, and the concept of health is a matter of 
The the 
things and people about us, the greater the degree 


is defined as the absence or loss of 


“interest.” more interest we have in 
of health; and conversely, when this interest is 
lost or turned inward, a condition we term illness 
or absence of health exists. When this loss of in- 
terest is indefinite or of great duration, we have 
the condition of “chronic illness.” 

If we apply this definition to the patient 
population referred to Rehabilitation Centers for 
evaluation and treatment, we note that the ill- 
ness invariably starts with an acute episode such 
as amputation of an extremity, an acute trau- 
matie problem, a spinal cord injury, or fractured 
hip. A cerebrovascular accident, coronary, or the 
exacerbation of multiple sclerosis are examples 
of acute onset from illness. These conditions are 
usually short lived, but the manner in which the 
patient can accept the residual disability deter- 
mines whether he will be chronically ill or re- 
turn to a state of health. As a result, the illness 
per se and the extent of the residual disabilities 
are not necessarily key factors in determining 
whether a patient is chronically ill. Other factors 
determine the pattern. 

We are dealing with persons who have lost in- 
terest in people or things about them. To recap- 
ture it, patients’ needs must be determined. This 
is the primary objective of rehabilitation center 
programs. Within practical limits, the services 
to evaluate. expedite, and meet their needs are 
integrated in the center. 

The successful consummation of the patient’s 
rehabilitation program is the direct responsibility 
of the physiatrist.* He also supervises the formu- 
lation of policies and technics to improve and 
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expand the center programs. The entire staff 
works as a team to meet the patient’s rehabilita- 
satisfactory 
and 
and 


tion goals, which must include a 
solution to his physical, psychological, social, 
economic needs. Satisfactory job placement 


self independence in activities of daily living 


within the limits of his disability will result. 


H. Worley Kendall, M.D. 


“A total of tive years of specialized training for eligibility 
1s ee he by the American Rare of Physical Medicine and 
Rehabilitation. Physiatrist is the name given to the physician 
practicing this specialty. 


Private Crusades 


Anticipating the year 1960 as one for high 
incidence of poliomyelitis, the Chicago Medical 
Society and the State Department of Public 
Health have urged upon the public immunization 
of all susceptible individuals prior to the criti- 
cal months of August, September, and October. 

The state department has recommended a 
hooster dose of vaccine for those who received 
their last injection of primary immunization a 
year ago and at yearly intervals thereafter. The 
Chicago Medical also recognizes the 
necessity for immunizing all 
since the onset of immunization, a 4-yea 
and 


Society 
because, 
r high 

1956, 


persons, 


incidence cycle has occurred in 1952 
and a large number of polio cases are expected 
for 1960. 

Public education is necessary and a fine thing. 
It prepares the mind in general, starts discus- 
conversations across tables — be they for 
and feeds conversations 


sions, 
bridge or dinner — 
across backyard fences. 

But there is another, more active phase to this 
campaign for We would 
each individual physician to conduct his own 
private crusade within his family of patients- 
parents and grand parents, young people—those 
to whom he may be called, come late summer, 
to administer more than drugs, if 1960 proves 
to be the high incidence polio year as predicted. 

A word here, a warning there can be most 
effective. Junior may have “only a cold and 
little sore throat” this month, and parents are 
concerned, not alarmed. But next August. 

The force of the written word is not to be 
disputed; yet it cannot transcend the power of 
the physician-patient relationships we build and 
cultivate as our pride and hold as a knight his 
shield. So armed, let us do personal battle with 
the Great Crippler ere he appears. 


immunization. urge 
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Statistics don’t lie 


data o 
and | 


Statistics are defined as facts or 


numerical kind, assembled, classified, 
ulated to present significant information ah 
a given subject. These data may be quite « 
ferent if assembled and classified by different 
dividuals or firms surveying selected cross 
tions of the population. A case in point invo! 
apportioning the so-called medical care dollar 
Although there is 


great difference on reporting the way this do! 


show how it is spent. 
being cut up, it illustrates how such selec 


sam ples may vary. 





Physicians ‘Services 

Hospitals 

Dentists 

Drugs 

Appliances 

Health Insurance 

All Others 
Total $1.00 $1.00 $1.00 

Includes er ances 

1957-58. All others are 1958. 

Source Dept. of Commerce, 
Economics. 

-Source Dept. of Commerce, and Dept. HEW 

Source “What Cost Medical Care” by Jules 
Jackman in October 1959 Journal of the 
American Pharmaceutical Association. 

-Health Information Foundation survey of 2,941 
families consisting of 9,546 persons; one or 
more per family were interviewed. 


Office of Business 


When you consider that $16.4 billion was the 
total amount spent for medical care in 1958, a 
four or five cent difference in each dollar makes 

lot of difference in the total. Is there a moral 
to this? No, just some more figures. 

George F. 


Lull, M.D. 


Why Grandma won’t learn 


It is not true that you cannot teach an old 
dog new tricks, but the new tricks constitute an 
adjustment for the old dog which is difficult 
for him to make. Among human beings, every 
change calls for a readjustment, every readjust- 
ment means a new tension, and every new tension 
brings about a new set of neural patterns—or, 
if you will, an additional hardening of the arter- 
ies. All people find, sooner or later, that there 
ix a limit to this process. One day they must re- 
sist time and its handmaiden, change, lest the 
werld be totally unfamiliar. Frederic W. Terrien. 
Geriatrics, March, 1960. 


Illinois Medical Journal 





Annual Meeting ISMS 


General Assembly Programs 


Wednesday Morning, May 25, 1960 
The Ballroom 


Presiding ©. W. 
Chairman, Committee on Aging, ISMS 


Cannady, East St. Louis 


Opening remarks. ..Ruth E. Church, Springfield 
Deputy Director, Division of Hospitals 

and Chronie Illness, Department of 

Public Health 


9:15 am. Symposium: “Minimizing the Disabil- 
ity Due to Stroke by Early Preven- 
tive Treatment” 

Closed Circuit Television Demonstration 
Michael Reese Hospital 
Kdward EK. Gordon and Associates 
Department of Physical Medicine 
SPONSORING AGENTS: 
Department of Public Health 
Michael Reese Hospital 
Committee on Aging, ISMS 


PresMMe ...-5 <5 Joseph T. O'Neill, President 
Illinois State Medical Society 
10:00 am. THe First Harotp M. 

MemoriAL LECTURE 


CAMP 


“Surgical Patterns of Atherosclerosis” 
Michael E. DeBakey, Houston, Texas 
Professor, Department of Surgery 
Baylor University College of Medicine 


10:45 a.m. Recess To ViEw EXHIBITS 


Presiding George Byfield, Chicago 

Assisting Wm. DeHollander, Springfield 

11:15 Pane: “The Diagnosis and Management 
of Hepato-Biliary Diseases” 

Moperator: N. Frederick Hicken, Salt Lake 
City, Associate Clinical Professor of Sur- 
gery, University of Utah College of Medicine 

PaNnELists: Philip Thorek, Chicago 

Ben Lichtenstein, Chicago 
Walter L. Palmer, Chicago 
Abraham I. Doktorsky, Chicago 


for May, 1960 


Wednesday Afternoon, May 25 
The Ballroom 


Presiding 


Joseph 'T. O'Neill, Ottawa 


Assisting Lee N. Hamm, Lincoln 


ORATION IN SurGeRY: “Changing 
Aspects of Pediatric Surgery” 

Willis J. Potts, Chicago, Professor of Surgery, 
Northwestern University Medical School 
2:00 Oration IN Mepicine: “The Treatment 
of the ‘Untreatable’ Patient” 
Joseph B. Kirsner, Chicago, 
Medicine, University of Chicago School of 


1:30 p.m. 


Professor of 


Medicine 
2:30 Recess To View EXHIBITS 


Walter Maddock, Chicago 
Assisting Harold Kolb, St. Joseph 
3:00 Pane: “Diaphramatic Hernia” 
Moperator: John 'T’. Reynolds, Chicago, Clin- 
ical Associate Professor of Surgery, Uni- 
versity of Illinois College of Medicine 
PANELIstTs : Lowell D. Snorf, Chicago 


Presiding 


Raymond L. Del Fava, Chicago 
Paul H. Holinger, Chicago 


7:00 ANNUAL DINNER 
SPEAKER: Virgil Peterson, Operating Director, 
Chicago Crime Commission 


Thursday Afternoon, May 26 


The Ballroom 
Presiding Wright Adams, Chicago 
Assisting Casper Epsteen, Chicago 
1:30 p.m. “Use of Live Polio Virus Vaccine” 


Herald Cox, Ph.D., Chicago 
2:15 Recess To View EXuisits 


Presiding William F. Mengert, Chicago 
V. P. Siegel, East St. Louis 
2:45 Movie, “Examination of the Eye” 

Eugene Folk, M.D. 
3:30 “M.D., U.S.A.,” preview of a new film 


Assisting 





Booth |: 
EXHIBITOR: 
INSTITUTION : 


DESCRIPTION ; 


Booth 2: 


EXHIBITORS: 


INSTITUTION : 
DESCRIPTION : 


Booth 3: 
EXHIBITORS! 


INSTITUTION : 


DESCRIPTION : 


Booth 4: 


EXHIBITOR: 
INSTITUTION : 
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SCIENTIFIC EXHIBITS 1960 


A Study of Infantile Colic 
Breslow 
Pediatrics, 


Lawrence 
Department of 
Medicine 


Col- 
lege ot 
Illinois 
A clinical 

infants with 


classification of 165 


infantile colic. 


Cholangiography, Operative and 
Postoperative 

Karl A. Meyer, Peter A. Rosi, 
Nicholas J. Joseph J. 
Litschgi 

Cook County Hospital, Chicago. 
The this 
method of 
visualize the biliary tree to be 
sure there is free flow of bile into 


Capos, 


primary purpose of 


investigation is to 


duodenum and no common or 


hepatic duct stones are over- 
looked. May be done directly at 
operation with portable unit, or 
post-operatively through “T” 
tube. Stones negative 
shadows. Obstruction of the com- 
mon duct due to the 
sphincter of Oddi, tumor of am- 
pulla of Vater or head of pan- 
creas, or chronic pancreatitis are 
from 


show as 


spasm of 


revealed. 
obstruction of duct or stenosis of 


Cholangiectasis 
sphincter is demonstrated. 


The Repair of Tissue Deficient 
Hernias by Aortic Implants 
Samuel J. Fogelson and Roy G. 
Cooksey 

Northwestern University Medical 
School and Cook County Hospi- 
tal 

Series of colored photographs of 
procedures with descriptive leg- 
ends, 


The Systemic Manifestations of 
Scleroderma 

William T. Meszaros 

Cook County Hospital 


University of 


DESCRIPTION : 


Booth 5: 


EXHIBITOR: 


INSTITUTION : 


DESCRIPTION : 


Booth 6: 


EXHIBITORS: 


INSTITUTION : 


DESCRIPTION : 


Scleroderma affects 


many <ys- 
tems, usually in a character stic 
manner. Knowledge of all \os- 


sible manifestations is esse: ‘ial 
for precise diagnosis and eva ua 


tion. 


Hydatidiform Mole and Chco-io- 
epithelioma 

Frederick H. Falls and Charl. ‘te 
S. Holt 

Illinois State Department 
Public Health, River Forest 
The exhibit will 
panels describing normal nida- 
tion, early trophoblastic activity, 
and placentation and their re- 
lationship to the formation of the 


consist of 5 


hydatidiform mole. The transi 
tion from these changes into 
those of a malignant mole and 
finally into choriloepithelioma 
will be shown along with treat- 


ment. 


Disorders of Hemostasis—Labora- 
tory Diagnosis 

Jack Lazerson and Emanuel E. 
Mandel 

The Chicago Medical School and 
Mt. Sinai Hospital 

It is planned to prepare an out- 
line of (a) routine tests for de- 
tection of a (potential or occult) 
hemorrhagic diathesis and (b) 
diagnostic steps for investigation 
of such a disorder when suspected 
or uncovered. Current concepts 
of the coagulation mechanism 
will be described. Both congenital 
and acquired hemorrhagic dis- 
orders will be listed. The prob- 
lem of detection of the “pre- 
thrombotic” state will also be 
considered. Routine test 
such as plasma and 
prothrombin, thrombo- 


pro- 
cedures, 
serum 


Hlineis Medical Journal 
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Bouoth 7: 
EXI{TBITORS: 


INSTITUTION : 
DESCRIPTION ° 


Booth 8: 


EXHIBITORS: 


INSTITUTION : 


DESCRIPTION ¢ 


Booth 9: 
EXHIBITOR ! 


INSTITUTION ; 
DESCRIPTION ¢ 


Booth 10: 


EXHIBITORS : 
INSTITUTION : 


DESCRIPTION : 





for May, 1960 


plastin generation, and fibrinogen 
will be depicted. 


The Evolution of Urinalysis 

kX. M. Knights, Jr., G. M. Long- 
field, and R. M. Webster 

Hurley Hospital, Flint, Mich. 
Exhibit development in 
the technique for studying the 


shows 


urinary glucose, protein, and ke- 
tones, specifically with some in- 
formation on miscellaneous tests 
(such as blood, bilirubin, chon- 
droitin sulphuric acid, ete.). A 
brochure supplements the exhibit. 


The Conduction System in Cardiac 
Surgery 

Maurice Lev, Wm. lL. Riker, 
Arthur DeBoer, Thomas Baffes, 
and W. J. Potts 
Children’s Memorial 
Chicago 

Drawings and wax models indi- 


Hospital, 


cate the conduction system in the 
normal and congenitally  de- 
formed heart. Means to avoid its 
damage at surgery are depicted 


and described. 


Multicentric Carcinogenesis in the 
Human Liver 

Hans Elias 

Chicago Medical School 
Histological observations of 84 
hepatoma cases showing multiple 


foci in 62 per cent of cases. 


The Use of Choline Salicylate in 
Rheumatic Fever and Rheumatoid 
Arthritis 

Capt. P. T. Moore and Lt. W. J. 
Baker 
U. @. 
Lakes 
Describes the use of the newly 
available choline salicylate in the 
treatment of rheumatic fever and 
other arthropathies. As a water 
soluble preparation, it provides 
certain convenience in the ad- 
ministration of large dosages of 


Naval Hospital, (reat 





Booth ||: 


EXHIBITOR: 


INSTITUTION : 


DESCRIPTION : 


Booth 12: 


EXHIBITORS: 


INSTITUTION : 


DESCRIPTION : 


Booth 13: 


EXHIBITOR: 
INSTITUTION : 


DESCRIPTION : 





salicylates. Patients’ response to 
treatment is illustrated by charts 
and results indicate that this 
new drug demonstrates anti-in- 
flammatory, analgesic and anti- 
pyretic properties comparable to 
those of «previously known. sali- 


cylates. 


Open Heart Surgery for Mitral 
Valve Disease: Advantages, Risks, 
Accomplishments 

Louis R. Head, James M. Head, 
Theodore R. Hudson, and Jerome 
R. Head 

Chicago Wesley Memorial Hospi- 
tal and Northwestern University 
Compares open and closed meth- 
ods of surgery for mitral valve 


disease. 


Physiologic Evaluation of Thera- 
peutic Physical Agents 

David I. Abramson, Yvonne Bell. 
Samuel Tuck, Jr., and Roscoe 
Mitchell 

Department of Physical Medicine 
& Rehabilitation, University of 
Illinois College of Medicine 
The research on which the ex- 
hibit is based involved the meas- 
urement of blood flow, local tis- 
sue temperatures, and oxygen up- 
take in the human _ forearm. 
Among the modalities depicted 
are wet heat and cold, short-wave 
diathermy, ultrasound, mécholyl 
by ion-transfer and reflex vaso- 
dilatation. Graphs typifying the 
effects of altering tissue tem- 
perature on the oxygen debt in- 
curred during periods of arterial 
occlusion and of anaerobic work 
are also included in the demon- 
stration. 


Tranquilizers, Barbiturates and the 
Brain 

Harold E. Himwich 

Galesburg State Research Hospi- 
tal, Galesburg, Illinois 

The sites of action of the major 
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Booth 14: 


EXHIBITORS: 


INSTITUTION : 


DESCRIPTION : 


Booth 15: 


EXHIBITOR: 


INSTITUTION : 


DESCRIPTION : 


Booth 16: 
EXHIBITOR: 


INSTITUTION : 


DESCRIPTION : 


tranquilizers and the barbiturates 
are visualized, and the influence 
of these drugs on these sites are 
compared and contrasted not only 
to distinguish the effects of the 
tranquilizers from those of the 
but 
distinctions between the individ- 
The 


functions of the key areas of the 


barbiturates, also to make 


ual tranquilizers. normal 
brain affected by these drugs are 


described. 


Pelvic Inflammatory Disease: 
Chymotrypsin Therapy 

Walter J. Reich and Mitchell J. 
Nechtow 

Cook County Hospital; Chicago 
Medical School; Cook 
Postgraduate School 


County 


A personal report on the use of 


chymotrypsin therapy from = in- 


vestigative work done at Cook 


County Hospital on a series of 
219 patients receiving 1,586 in- 
jections of chymotrypsin. The ex- 
hibit the 
pathology, symptomology, pelvic 


will discuss present 
findings, diagnosis, management, 
and criteria for clinical improve- 
ment and response to chymotryp- 
sin. 


Leiomyoma and Leiomyosarcoma 
of the Gastro-intestinal Tract 
Hildegarde Schorsch and 
Hyun Byun 

Cook County Hospital 
Stritch School of Medicine, 
yola University 

Clinical and roentgen manifesta- 
tions of leiomyoma and leiomyo- 
sarcoma of gastro-intestinal tract. 


Hyo 


and 


Lo- 


Sunlight and the Skin 
Veronica lL. Conley 
Medical 


Committee on Cosmetics 


American Association 
This exhibit describes the physi- 
the 


pathologie — re- 


cal exposure factors and 


yhysiologic and 
. f=) 


actions to the sun’s rays. Tlustra- 


Booth 1I7: 
EXHIBITORS: 


INSTITUTION : 


DESCRIPTION : 


Booth 18: 
EXHIBITOR: 
INSTITUTION : 


DESCRIPTION : 


Booth 19: 
EXHIBITOR: 


INSTITUTION : 


DESCRIPTION : 


Booth 20: 
EXHIBITOR: 
INSTITUTION ! 


tions include conditions cau: .d, 
provoked and aggravated by he 


ultra violet rays. 


Pancreatitis Acute and Chroni 
John M. Coleman, Arkell \f. 
Vaughn, Vincent Staunton, id 
Antonine L. Skapars 

Mercy Hospital; Stritch School 
of Medicine of Loyola Univ:r- 
sity; and Vaughn Medical Grovp, 
Chicago 

The exhibit covers physiology, «n- 
atomy and classification of pan- 
creatitis. It further describes the 
complications and diagnostic |ab- 
and — shows 


oratory procedure 


figures of x-ray abnormalities; 
hoth medical and surgical treat- 


ment are discussed, diagracimed, 


Full-Time County Health Depart- 


ments in Illinois 
Harold K. 
Secretary 
Illinois State-Wide Public Health 
Committee, Springtield 

Through the use of promotional 
materials the exhibit shows the 
services of a full-time county 
health department. 


Executive 


Fuller, 


Effective Control of "Toxemia" 
H. E. Schmitz, Michael P. Mac- 
Laverty and Robert S. Pavlic 
Loyola University Stritch School 
of Medicine 

The exhibit consists of a critical 
statistical evaluation of apparent- 
ly effective therapy employed at 
Lewis Memorial Maternity Hos- 
pital in the management of over 
400 patients with “toxemia” of 
pregnancy. This includes an out- 
line and explanation of current 
management. 


The Crico-Arytenoid Joint 

Hans von Leden and Paul Moore 
Northwestern University and the 
William and Harriet Gould 
Foundation 


Illinois Medical Journal 















DESCRIPTION : 


Booth 21: 


EXHIBITOR: 


DESCRIPTION : 


INSTITUTION : 


Booth 22: 
EXHIBITOR : 


INSTITUTION : 


DESCRIPTION : 


Booth 23: 


EXHIBITOR: 


for May, 1960 


The traditional concept of ary- 
tenoid motion requires modifica- 
tions as the result of recent 
anatomical, cinematographic and 
mathematical studies. Motion of 
the principal laryngeal joint is 
governed by the configuration of 
the two opposing articular sur 
faces. Photographs and photo 
micrographs portray the anatomic 
details of the cricoarytenoid mo 
tion. Animated scale models 
demonstrate the principal com- 
ponents of motion, Ultra-slow 
motion pictures demonstrate the 
mechanics of the crico-arytenoid 


joint in man. 


Diuretic Therapy and Salt Liberal- 
ization in Heart Failure 

Morton Fuchs, Benjamin New- 
man, Sanford R. Mallin, and 
John H. Moyer 

Hahnemann Medical College and 
Hospital Philadelphia 

Sodium and water retention is 
the focal 
physiological 
gestive heart failure. Drug ther- 
apy of heart failure is aimed at 


point of the patho- 


influences in con- 


increasing myocardial efficiency 


and decreasing renal tubular 


sodium reabsorption. 


Dysmenorrhea, Cramps or Psyche? 
Dennis M. Voulgaris 

Gulf Coast Medical Foundation ; 
Rugeley and Blasingame Clinic 
and Hospital, Wharton, Texas 
This exhibit presents the history 
and subject of dysmenorrhea as 
well as the review of accepted 
medical and surgical methods of 
management. It involves the 


presentation of a new concept 
based on the principle of uterine 


musculature relaxation. 


The Work of the Doctor Portrayed 
through Sculpture 


Frederick Stenn and Eugene 


Friduss 


INSTITUTION : 


DESCRIPTION ¢ 


Booth 24: 


EXHIBITOR: 
INSTITUTION : 


DESCRIPTION : 


Booth 25: 


EXHIBITOR : 


INSTITUTION : 


DESCRIPTION : 


Booth 26: 
EXHIBITOR: 


INSTITUTION : 


DESCRIPTION : 





Northwestern University Medical 
School 

Life-sized sculptured pieces done 
in wrought iron representing the 
doctor in his efforts to conquer 
disease, with appropriate quota- 
tions from the great doctors of 


the past. 


Routine Examination for Cancer 
Detection 

F. Lee Stone and Caesar Portes 
Cancer Prevention Center of 
Chicago, Ine. 

The exhibit emphasizes that 
detection of cancer and 
conditions is im- 


early 
precancerous 
portant in cancer control and 
demonstrates what 
can do to detect early cancer in 
Exhibit includes 
color drawings illustrating vari- 
ous phases of the examination, 


each doctor 


his own office. 


two moulages of polyps and car- 
cinoma of the rectum, koda- 
chrome transparencies of Papani- 
colaou stains and x-rays of the 


colon and Jungs. 


Experiences with a New Organic 
Cellulose Powder: Use in 2,252 
Cases. 

Cleveland J. White 

Stritch School of Medicine, Loy- 
ola University 

This new organic absorbent maize 
cellulose powder has now been 
used in a large number of cases. 
Its indications, use and results 
will be delineated. 


Cancer of the Head and Neck 
John A. Rogers 

American Cancer Society, Illinois 
Division, Ine., Chicago 

The left-hand panel emphasizes 
the importance of properly deal- 
ing with the lump in the neck. 
The center panel portrays exam- 
ination of lips, oral cavity, phar- 
ynx and larynx and_ exhibits 
typical lesions of these areas. The 
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right-hand panel deals with bi- Council on Medical Service; : 
opsy techniques. American Association of Med 
Clinics, National Association 
Booth 27: Medical Pathfinders on Postage Clinie Managers, Chicago 
Stamps DESCRIPTION: ‘The exhibit pinpoints on a 
EXHIBITOR: John A. Mirt, Clara Mai Ruth- the location by size of 1, 
ertord group practices developed i 
INSTITUTION: Illinois State Medical Society recent survey by the Council 
pEscRIPTION: An illustrated narration with Medical Service of the AMA 
postage stamps of the world also affords information on 
showing progress of medicine professional aspects of gr 
from the days of Imhotep through practice, illustrates the ra 
those of Hippocrates, Maimoni- growth of clinics, and deseri 
des, and the medieval years to some considerations on the b 
the present. Stamps include those ness side of group practice. 
bearing portraits of physicians 
who have made noteworthy con- Booth 30: Today's Quotation "Rehabilitation 
tributions to medicine, others de- Pays 10 to | Dividend" 
picting health care. The central EXHIBITOR: kK. C. Cline 
figure is “The Doctor” stamp is-  INstiTuTION: Illinois Division of Vocational 
sued to commemorate the centen- Rehabilitation and Rehabilitation 
ary of the AMA. Institute of Chicago 
DESCRIPTION: Educational exhibit to acquaint 
Booth 28: Clearing House Program of the the medical profession with ser- 
American Association of Blood vices and cooperation of the 
Banks Division and the Rehabilitation 
EXHIBITORS: Welland .A. Hause, Ardyth Z. Institute of Chicago. 
Cobb, and William S. Kyler 
INSTITUTION: Illinois Association of Blood Booth 31: When Does Your Rx Become a 
Banks and North Central Dis- Poison? 
trict Clearing House, Chicago EXHIBITOR: N. J. Rose 
DESCRIPTION: Illustrates importance of the INstTiTUTION: Illinois Department of Public 
Clearing House Program to phy- Health, Bureau of Hazardous 
sicians and blood banks in IIl- Substances and Poison Control, 
inois. Springfield 
DESCRIPTION: Shows photographically dangers 
Booth 29: Group Practice Survey of physician’s Rx in the hands of 
EXHIBITOR: George W. Cooley children, and the proper labeling 
INSTITUTION: American Medical Association, of hazardous substances. 


1960 Technical Exhibits 


Abbott Laboratories 36 Blue Shield Plan of Medical-Surgical Ser\ 
North Chicago, Illinois ice of Illinois 
Audio-Digest Foundation Rockford, Illinois 
Glendale, California The Book House for Children 
The Baker Laboratories, Inc. Lake Bluff, Illinois 
Cleveland, Ohio Borcherdt Company 
Chicago, Illinois 


Illinois Medical Journal 





Bristol Laboratories, N’ 55 Marion Laboratories, Inc. 

New York, New York Kansas City, Missouri 

Brooks Appliance Company 33 Massachusetts Indemnity & Life Insurance 

Chicago, Illinois Company 

Chicago Pharmacal Co. 3oston, Massachusetts 

Chicago, Illinois The S. E. Massengill Company 

Ciba Pharmaceutical Products Ine. Kansas City, Missouri 

Summit, New Jersey Medco Products Company 

The Coca Cola Company Tulsa, Oklahoma 

Atlanta, Georgia 2 Medical Arts Supply Company 
5, 16, 17 Daniels Surgical & Medical Supplies Chicago, Illinois 

Chicago, J]linois Medical Management 

Desitin Chemical Company Chicago, Illinois 

Providence, Rhode Island 3 The Medical Protective Company 

Diamond Laboratories Co. Fort Wavne. Indiana 

Dex Moines, Lowa 9 Merck Sharp & Dohme 

The Dietene Company Philadelphia, Pa. 

Minneapolis, Minnesota V. Mueller & Company 

Doho Chemical Corp. Chicago, Hlinois 

New York, New York Parke. Davis & Company 

Eaton Laboratories Detroit, Michigan 

<a ve snes Parker, Aleshire & Company 

minole & Company Chicago, Ilinois 
Nashville, ‘Tennessee 


. eas: ee , Pepsi-Cola General bottlers, Inc. 
(0 Eli Lilly and Company 


Chicago, Illinois 
Pet Milk Sales Corporation 
St. Louis, Missouri 


Indianapolis, Indiana 
Encyclopaedia Britannica 
Chicago, Illinois 


: : : . Pfizer Laboratories 
62 Marshall Erdman & Associates i . 


Brooklyn, New York 

Pharmacia Laboratories, Ine. 
Rochester. Minnesota 
Professional Life & Casualty Co, 


Madison, Wisconsin 

Geigy Pharmaceuticals 

Yonkers, New York 

The G. F. Harvey Company, Ine. 
New York, New York 


Illinois Medical Service 


Chicago, Illinois 

The Purdue Frederick Company 
New York, New York 

ftasman Pharmacal Company 
Qak Park, Illinois 

R. J. Reynolds Tobacco Company 
Winston-Salem, North Carolina 


Chicago, Illinois 
Jackson-Mitchell Pharmaceuticals 
Culver City, California 

Johnson & Johnson 

New Brunswick, New Jersey 
Kidder, Peabody & Company A. H. Robins Company, Ine. 
Chicago, Ilinois Richmond, Virginia 

Lederle Laboratories 5 Roche Laboratories 

Pearl River, New York Nutley, New Jersey 

J. B. Lippincott Company J. B. Roerig & Company 
Philadelphia 5, Pa. New York, New York 


Lloyd Brothers, Ine. 4 Sanborn Company 
Cincinnati, Ohio Waltham, Massachusetts 
Loma Linda Food Company W. B. Saunders Company 
Arlington, California Philadelphia, Pa. 

P. Lorillard Company : Julius Schmid, Inc. 

New York, New York New York, New York 
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Standard Process Laboratories 
Vitamin Products Company 
Chicago, Llinois 

R. J. Strasenburgh Company 
Rochester, New York 

United States Tobacco Company 
New York, New York 

The Upjohn Company 
Kalamazoo, Michigan 


G. D. Searle & Co. 

Chicago, Illinois 

7-Up Developers’ Association 

of Illinois 

Chicago, Illinois 

Smith Kline & French Laboratories 

Philadelphia, Pa. 

E. R. Squibb & Sons 

New York, New York 
Winthrop Laboratories 
New York, New York 


Schedule of Motion Pictures 


The following moving pictures will be shown staphylococcal organisms directly to patients, 
or indirectly by contaminating the hospital! 
environment. Reviewed in) JAMA Octobe 


17, 1959. page L030. 


each day of the annual meeting. One minute is 
allowed between pictures. 


8:45 No MARGIN FOR ERROR 


Black and white, sound, 30 minutes (1959) 

Produced in cooperation with the American 
Medical American 
Hospital Association 

Procurable from: Motion 
American Medical Association, 535 North 
Dearborn Street, Chicago 10. 

Abstract: Presents one of the most pressing 


Association and _ the 


Picture Library, 


current problems in legal medicine, the cause 
and effect of human mistakes in the complex 
system of the modern hospital. Case histories 
deal with major causes of in-hospital profes 
sional liability action. Mix-up in patient 
identification, mistakes in blood bank pro- 
cedure, and error in medication dosage are 
examples of problems the film reveals. 


:16 THE EPIDEMIOLOGY OF STAPHYLOCOCCAL 
INFECTIONS 

Color, sound, 13 minutes (1958) 

Procurable from: Communicable Disease Cen- 
ter, Chamblee, Ga. 

Abstract: Demonstrates the complex trans- 

mission patterns resulting from the inter- 

action of the etiologic agent, the reservoir, 

the host, and the environment. In hospitals the 

principal reservoirs are nasal carriers among 

hospital personnel. These may transmit the 


356 


:30 PREVENTION AND CONTROL OF STAPHYLO 


coccAL INFECTIONS 
Black and white, sound, 17 minutes (1958) 
Procurable from: Communicable Disease Cen 
ter, Chamblee, Ga. 
Abstract: An analysis of staphylococcal in 
fections in hospitals is presented. Aseptic 
techniques and improved housekeeping pro 
cedures are emphasized as control measures. 
Reviewed in JAMA October 17, 1959, page 
1030. 


48 Mourn vo MourH ReEsuscIrTaTION FOR 


RESPIRATORY HMERGENCIES 
Color, sound, 18 minutes (1958) 
Prepared by: Archer S. Gordon, M.D., Los 

Angeles 
Procurable from: Archer S. Gordon, M.D., 

4614 Sunset Boulevard, Los Angeles. 
Abstract: The film details the physiologic 
requirements for effective artificial respira- 
tion and outlines the experimental and 
practical background of the development of 
mouth to mouth resuscitation. Regular and 
slow motion views depict the preferred tech- 
niques for mouth to mouth and mouth to nose 
resuscitation for children and adults. Re- 
viewed in JAMA October 31, 1959, page 1253. 
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1y PuysicaL DiaGnosis—THE LARYNX 
jlor, sound, 14 minutes (1959) 

‘repared by: Frederick J. Margolis, M.D., 
and Paul H. Holinger, M.D., Chicago 
curable from: Ciba Pharmaceutical Prod- 
ucts, Summit, N.J. 

Covers 


organic diseases of the 


ibstract: 
larynx with methods of diagnosis and the 


ndoscopic picture of the pathology. 


:22 PHYSICAL EXAMINATION OF THE NEW- 
THe ART AND FINDINGS 
Color, sound, 33 minutes (1959) 


Mary Bb. 


BORN 


Prepared by: Olney, M.D., San 
Francisco 

Procurable from: Pfizer Laboratories, Div- 
ixion of Chas. Pfizer, Inc., Brooklyn 6, N.Y. 

jhstract: Part I of the film 


the steps of a complete routine examination 


demonstrates 


as it is performed for a baby a few hours old. 
Part Il shows special examination techniques 
and some of the more common abnormal 
findings, as well as normal findings which can 
he mistaken for anomalies. 
PHysicaAL  DIAGNOSIS——DISORDERS — OF 
MoriLity 
Color, sound, 32 minutes (1959) 

Prepared by: Frederick J. Margolis, M.I)., 
and A. M. Ornsteen, M.D., Philadelphia 
Procurable from: Ciba Pharmaceutical Prod- 

ucts, Summit, N.J. 
Abstract: Twenty-nine patients with charac- 
teristic neurological gait disorders covering 
dystrophy and 


10:56 


everything from muscular 
brain tumor in children to the paretie gait of 
syphilis are discussed and described. Not only 
are advanced and severe gait disorders shown, 
but many of the cases demonstrate the early 
diagnostic signs, 

11:29 PHystcaL DtaGNosts—THE FEAR AND 
HEARING 

Color, sound, 20 minutes (1959) 

Prepared by: Frederick J. Margolis, M.D., 
Kalamazoo, and George E. Shambaugh, 
M.D., Chicago 

Procurable from: Ciba Pharmaceutical Prod- 
ucts, Summit, N. J. 

Abstract: This film shows the basic anatomy 

of the ear followed by a series of patients 


demonstrating the diagnosis of different types 


for May, 1960 


of deafness, the effects of deafness on speech, 
disorders of the external ear and canal, dis- 
eases of the drum, and examples of different 
facial nerve branch paralyses. 


11:50 MANAGEMENT OF Breast FEEDING 
Black and white, sound, 13 minutes (1959) 
Prepared by: Gordon D. Jensen, M.D., Seattle 
Procurable from: Film Center, University of 
Washington, Seattle 5 
Abstract: Shows some of the problems most 
frequently encountered in breast feeding and 
some of the important techniques by which 
the nursing mother can be assisted. 


12:05 LUNCH 


00 A Matter oF Fact 

Black and white, sound, 26 minutes (1959) 

Procurable from: Motion Picture Library, 
American Medical Association, 535 North 
Dearborn Street, Chicago 10 

Abstract: This film deals with the subject of 

forensic pathology and more specifically dem- 

onstrates the value of pathologists who are 

trained in medical-legal investigation. 


227 A CoMPLeTeE OFFICE GYNECOLOGICAL EX- 
AMINATION 
Color, sound, 16 minutes (1958) 
Prepared by: F. J. Hofmeister, M.D., Mil- 
waukee 
Procurable from: F. J. Hofmeister, M.D., 
2212 West State St., Milwaukee, Wis. 
Abstract: Demonstrates the author’s concep- 
tion of an adequate, office gynecological ex- 
amination. The author is primarily stressing 
the importance of considering the entire 
woman with particular emphasis on the com- 
plete gynecological examination. Demonstra- 
tions of a method of obtaining material for 
Papanicolaou smears, endometrial biopsies, 
and cervical biopsies are included. Reviewed 
in JAMA April 4, 1959, page 1661. 


-44 MANAGEMENT OF BurRNS 

Color, sound (1959) 

Procurable from: Armed Forces Institute of 

Pathology, Washington 25, D. C. 

Part I: Supportive Care—-17 minutes. Covers 
the diagnosis, care, and treatment of patients 
suffering from burn injuries, pointing out 
that early supportive care is vital for recovery. 
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3:02 Part II: Local Care—15 minutes. Dis- 
cusses the local care of burned patients, cover- 
ing the procedures followed in the dressing 
and operating rooms. Emphasis is placed up- 
on the importance of preventing contamina- 
tion of the wound, and changing dressings at 
regular intervals. 


:18 OPEN FRACTURES 


? 


Color, sound, 23 minutes (1959) 
Prepared by: William Larmon, M.D., Chi- 


cago 

Procurable from 
Central Office Film Library, Washington 
2o,8: C. 


Abstract: The film begins with an open frac- 


Veterans Administration, 


ture of the tibia occurring in the street. The 
emergency on-the-spot treatment is shown as 
well as the treatment in the emergency room. 
Definitive surgery is carried out in the op- 
erating room in two types of cases, one treated 
by the open method and one treated by pri- 
mary closure. Principles of treatment of open 
fractures are stressed with animation and ac- 
tual surgery. 


42 FemoraL Hernta With Necrotic ILEUM 
Prepared by: Clarence Dennis, Brooklyn, N.Y. 
Procurable from: Surgical Film Library, 
American Cyanamid Company, 1 Casper 
Street, Danbury, Conn. 


Abstract: The mortality of strangulated fem- 
oral hernia with necrotic bowel in it re 
mains high in spite of antibiotics. The divi- 
sion of the inguinal ligament to permit re- 
moval of the sac intact, coupled with aseptic 
anastomosis of the ileum, permits repair in a 
clean field and marked reduction of mortality 
and morbidity. 


:13  InGuinAL HERNIOPLASTY 


Prepared by: Chester B. McVay, Yani 
S. D. 

Procurable from: Surgical Film Lib 
American Cyanamid Company, 1 C; 
Street, Danbury, Conn. 

Abstract: The important steps in the r 

of three inguinal hernias are presented | 

trating the author’s methods of repairing 

hernias. For this purpose, two small indi 
and one large direct inguinal hernia have | 
selected. The details of “Abdominal Ring 
pair’ and “Reconstruction of the Post 

Inguinal Wall’ are also presented. 


ALTERNATES 


CEREBRAL VASCULAR DISEASE—THE CH 
LENGE OF MANAGEMENT 
Black and white. sound, 38 Minutes (1959) 
Procurable from: American Heart Associa- 
tion Film Library, 267 W. 25 Street, N. Y. 
Abstract: Acquaints general practitioners and 
nurses with techniques and concepts basic to 
the management of persons who have suffered 
“strokes” or who have experienced the more 


obvious premonitory signs. 


CANCER OF THE STOMACH GASTRECTOMY 
Color, sound, 39 minutes (1958) 
Prepared by: William H. ReMine, M.D., and 
Waltman Walters, M.D., Rochester, Minn. 
Procurable from: Section of Photography, 
The Mayo Clinic, Rochester, Minn. 
Abstract: Radical subtotal partial gastrec- 
tomy and radical total gastrectomy are 
shown. Charts indicate lowered mortality 
rates and prolonged survival rates in a recent 
series of cases as compared with a similar 
series operated on prior to 1939. 
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March Council Meeting 


The regular meeting of the Council was called 
to order by the chairman at 9:20 a.m. Sunday, 
March 13, 1960, at the Hotel Sherman, Chicago 
with the following present: O'Neill, Hesseltine, 
Hamm, Burdick, Clark, Redmond, Adams, Reic- 
hert, Montgomery, Portes, Piszezek, Dooley, 
Blair, Endres, Reisch, DuPuy, Goodyear, Eng- 
lish, Fullerton, Klein, Limarzi, Sheehe, Lorne 
Mason, Lull, Hamilton, Brislen, Hopkins, White, 
Bornemeier, Van Dellen, Nicholson, Mirt, Neal, 
Oblinger, and Frances Zimmer. 

Dr. Montgomery reported that the Executive 
Committee, as authorized by Council action, had 
employed Robert L. Richards, formerly with the 
Medical Society of the State of Pennsylvania, 
and now employed by the American Society of 
Internal Medicine in San Francisco. 

Dr. Hopkins, chairman of the Ad Hoc Com- 
mittee (on personnel and job specifications), 
said the committee had been charged with the 
responsibility of securing an administrator and 
an assistant, a public relations director, ete. The 
Kxecutive Committee had interviewed two men, 
who were presented before the meeting proper 
began: Mr. D. L. Martin, public relations direc- 
tor for the Illinois Bar Association, and another 
applicant. Both were recommended by Conley 
and Associates, the firm employed by the Ad Hoe 
‘‘ommittee to conduct the search for new em- 
plovees and to develop the job specifications for 
he ISMS. 

The Ad Hoe committee reported that after 
onsultation with Mr. Richards, they recom- 

iended that Mr. Martin be employed as direc- 
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tor of public relations and field services to begin 
July 1; also that the other applicant, who has an 
M.A. degree from Iowa and another from In- 
diana and has been working on his Ph.D. degree 
from Syracuse University, be employed as direc- 
tor of scientific activities and publications. He 
can begin before July 1. 

Dr. Montgomery stated that the Executive 
Committee recommends that the Council employ 
ihe two men and that they be offered a suitable 
contract. 

Motion: (Fullerton-Piszezek) that the rec- 
ommendations of the Executive Committee 
in regard to a contract for the two men be 
approved. (Motion carried.) 

Dr. Hopkins stated that Mr. Richards would 
be responsible to the Chairman of the Council 
and the new employees would be responsible to 
Mr. Richards. 

Morion: (Fullerton-Piszezek) that the em- 
ployment of Mr. Richards be approved. (Mo- 
tion carried.) 

Morion: (Hesseltine-Adams) that the Coun- 
cil thank the committee for its work. (Mo- 
tion carried. ) 

Motion: (Fullerton-Piszezek) that the min- 
utes of the January 31 meeting be approved 
as corrected. (Motion carried.) 


Report of President 


Dr. O'Neill reported as president. He has been 
receiving many letters as a result of the Blue 
Shield contract for people over 65. Perhaps some 
of this difficulty resulted from the lateness of the 
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publication of the minutes of the December meet- 
ing of the House of Delegates, which are sched- 
uled to appear in the March issue of the Illinois 
Medical Journal. 

Dr. O’Neill has concerned himself seriously 
with the importance of postgraduate education. 
He was impressed very much by an article which 
appeared in Postgraduate Medicine for January. 
The program which the Michigan State Medical 
Society has developed is outstanding. The fact 
that Illinois is losing graduates because of the 
dearth of residencies in this state was called to 
the attention of the Council at a recent meeting. 
Michigan has developed a program with the co- 
operation of the University of Michigan. Dr. 
O’Neill had enough reprints for each Councilor 
and hoped that such a program could be con- 
sidered in Illinois. Naturally each president of 
the Society would like to make some contribution 
to the welfare and betterment of the medical 
profession during his term of office. Since Dr. 
Q’Neill’s interest is in the field of postgraduate 
education for physicians, he would like to have 
an expression of opinion from the Council after 
its members have had an opportunity to read the 
material distributed, with subsequent action at 
the April meeting. 

Motion: (Fullerton-Piszezek) that the report 

he accepted. (Motion carried.) 

Dr. Hesseltine had no report as president elect. 
As chairman of the finance committee, he re- 
ported a meeting with the auditor, Mr. Fred 
Setterdahl of Rock Island (who has audited the 
Society books for many years). It is the opinion 
of the committee that we should have a good 
financial presentation for the House of Dele- 
gates. 

Motion: (Klein-Fullerton) that 

be accepted. (Motion carried.) 


the report 


Report of Secretary 


Dr. Lull reported that space had been secured 
for Mr. Mirt’s exhibit at the Miami meeting. The 
exhibit in Kewanee was viewed by some 11,000 
people. The local Kiwanis Club sponsored it. 

He called attention of the Council to a letter 
from Dr. Ruth Church, deputy director of the 
department of public health, which enclosed a 
questionnaire being sent out by Senator Pat Mc- 
Namara through state health departments to be 
filled in by the local health departments. It is the 
opinion of many that new legislation will be 
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based upon information secured through 
questionnaire. 

Dr. Lull reported that most of the materia! 
the Handbook had been received for publica: 
in the April issue of the Journal. The dead 
on these reports should have been set for Ma 
1 so that the material could have been tur 
over to the printer on March 10, but most of 
councilors, officers, and committee chairmen h 
submitted their manuscripts. 

The North Central Blood Bank Clear 
House has paid the last $2,000 due on their lo 
and the indebtedness is completely discharged 

The AMEF has thanked the Society for $1), 
860 over and above the $20 per capita given hy 
members, 

Motion: (Hesseltine-Fullerton) that the 

port be accepted. (Motion carried.) 

Dr. Montgomery read a leter received from one 
of the members of the “over 65” committee, and 
also his reply. The matter was discussed in detail. 


MS and PR 


Dr. Hamilton reported as chairman of the 
Committee on Medical Service and Public Rela- 
tions. He told of the mailings to members, the 
concentrated efforts on the part of the attorneys 
and the members of the committee. The meeting 
in Chicago on February 28 was not considered 
too successful nor the attendance too good, espe- 
cially in view of the excellent program developed 
and the work on the part of Mr. Oblinger and 
Mr. Mirt. The time to press the educational pro- 
gram for the laity is obviously at hand—in 
women’s clubs, Farm Bureaus, service clubs, etc., 
and all physicians should accept speaking en- 
gagements and do all possible to assure letters 
being sent to congressmen. 

Mr. Oblinger stated that special work was be- 
ing conducted in certain congressional districts ; 
that mail should be sent this week to Washing- 
ton; that if the Forand Bill were not contained 
in committee, it could well become enacted into 
the Social Security Act. The Sangamon Auxil- 
iary (Mrs. Darrell Trumpe) has done outstand- 
ing work developing a “telephone tree,” holding 
coffees, ete. The local dental group should be 
contacted. All physicians making calls at nursing 
should discuss this situation and see if 
from this group can be added. To date 


homes 
letters 


only 11 county medical societies have passed reso- 


lutions. 
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John Neal stated that he had talked to the 
Association of Club Presidents—about 400 peo- 
ple--and has received requests for four more 
appearances before service clubs, ete. 

Morion: (Fullerton-Piszezek) that the report 

be accepted. (Motion carried.) 

Dr. Fatherree called the attention of the Coun- 
cil to the importance of local government in this 
situation, and the importance of discussing the 
problem with local township supervisors, etc., 
since the whole problem is a part of the political 
structure, and would affect the local control of 
any assistance program. 


New office 


Dr. Lull stated that the committee to plan for 
the new office would meet on Wednesday after- 
noon, March 16. The architects are working on 
the structural changes. The lease is ready for 
signing, subject to Mr. Neal’s recommendations, 


IPAC report 

Dr. Compton reported as chairman of the Ad- 
visory Committee to the IPAC. As a matter of 
information, in the past it has been the policy 
of the IPAC, when some physician gets into dif- 
ficulty, to call him before the state society com- 
mittee and discuss the problem before action is 
taken. In the past month, two physicians and 
two pharmacists have been suspended before 
the state society committee was consulted. It is 
our opinion that this is the pattern which will 
be followed in the future. The hearings will be 
held after the suspension has taken place. Dr. 
English called the attention of the Council to 
the fact that these cases referred to in the report 
involved fraud. 

Motion: (Fullerton-Klein) that the report be 

accepted. (Motion carried.) 


Annual meeting 


Dr. Lorne Mason reported as chairman of the 
Programming Committee for the annual meet- 
ing. DeBakey will deliver the first Harold M. 
Camp lecture before the General Assembly on 
Wednesday, May 25. The preliminary program 
will be published in the Journal. We have been 
able to interest the Department of Public Health 
ind the Academy of General Practice in helping 
is develop a program on “Minimizing Disability 
lue to Stroke by Early Preventive Treatment.” 
his group will be assisted by the Michael Reese 





for May, 1960 








Hospital, and closed circuit television demonstra- 
tions will be given. The Committee on Aging of 
the ISMS has assisted. Dr. Coye C. Mason has 
had charge of the scientific exhibits and movies 
again this year. The committee will meet again 
this month, probably on March 24, to make final 
arrangements for the scientific program. 

Dr. Brislen reported that*all the local com- 
mittees have been appointed and will function. 


Constitution and By-Laws 


Dr. Walter C. Bornemeier reported that the 
Committee on Constitution and By-Laws had 
met Saturday to develop the changes suggested 
by the House in. session last December. This 
material will be mimeographed, sent to the mem- 
bers of the Council. Definite opinions are re- 
quested so that all can be unified and presented 
correctly at the May meeting. This will be dis- 
cussed at the April 24 meeting of the Council. 

Motion: (Portes-Adams) that the report be 

accepted. (Motion carried.) 


Benevolence 


Dr. Sheehe as chairman of the Committee on 
Medical Benevolence, reported that the commit- 
tee recommended discontinuing the use of the 
National Credit Company for the investigation 
of the various cases. He felt that members of 
the Council, local county medical society officers, 
and members of the committee itself could secure 
more accurate information. Mr. Oblinger stated 
that he would be glad to assist in this work as 
soon as his time could be made available to the 
committee. The committee recommended that it 
be handled this way in the future. 

Motion: (English-O’Neill) so move. (Motion 
carried.) 

Dr. Sheehe reported 22 physicians and 22 
widows receiving assistance from the Benevolence 
Fund at this time. 


Postgraduate and Scientific Service 


Dr. Limarzi stated that the meeting at Spring- 
field was fairly well attended considering the 
weather. The Mattoon meeting is scheduled for 
April 7; the only other meeting set is in LaSalle 
for April 28. Loyola will present the Mattoon 
program and Chicago Medical School the LaSalle 
program. 

Dr. Brislen asked why the Springfield post- 
graduate meeting was scheduled during the CMS 
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Clinical Conference. Dr. Reisch replied that this 
vas the regular meeting date of the Sangamon 
County Medical Society, and that it was the only 
logical date for the conference. 


School Health 


Dr. Fullerton reported that the Committee on 
School Health met on January 30 to discuss the 
recommendations of the previous meeting held 
last October. The representative of the ISMS had 
attempted to introduce the problem of contact 
sports in elementary and secondary schools be- 
fore the Joint Committee on School Health in 
Illinois at its recent meeting. However, it was 
not successful. It is hoped that the material can 
be introduced in the near future. The Society 
committee recommended that we “wait and see 
what recommendations develop at the 1960 White 
House Conference on Children and Youth.” 

Illinois is in an excellent position in this re- 
spect since Dr. Ralph Kunstadter is chairman 
of the Sub-Committee on Health, and he reflects 
the thinking of the Illinois Chapter of the 
American Academy of Pediatrics and the state 
society committee in regard to contact sports. 

The committee felt that no action should be 
taken at this time regarding accident and health 
insurance in elementary and secondary schools, 
and we should await the final outcome of the 
“Monitor Case.” 

It was recommended by Dr. Reichert and Dr. 
Kunstadter that the ISMS that 
funds be made available for the implementation 
of the amended law, Bill 
and that these funds be extended for remedial 


recommend 


school House +30, 
care for children examined as prescribed under 
the law. that the 


Council refer this matter to our legal counsel 


The committee recommends 
and also to our legislative committee for study. 
Motion: (Fullerton-Klein) so 
Dr. Reichert discussed this proposed activity 
and went into more detail. Children are exam- 
ined under the school code every four years; this 


move. 


is compulsory. These examinations are made by 


the family physician, or in cases where there is 
financial hardship, this becomes the responsi- 
bility of the Department of Public Health, or its 
agents. The question of making funds available 
to provide remedial care is important. The ex- 
aminations should be followed by an educational 
program by the family physician, and by the 
public agency handling the cases referred to it. 
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The “care program” should be encouraged in he 
existing clinics; the medical profession ii. if 
can do no more than aid and abet the princ. le 
that following examinations, existing conditi. ns 
should be corrected. We have no thought in nm. nd 
to extend care, but simply to encourage the 

of existing facilities on the same basis set uj. at 
this time. The examinations, required by |. w, 
should be made meaningful. 

Dr. Reichert suggested that the motion be 
amended to state that the Council approved «he 
principle of remedial care following the exaiii- 
nations in these cases. The amendment \as 
seconded and passed. 

The original motion was called for (that the 
matter be referred to the legal counsel and 
also to the Committee on Medical Service, 
for study. (Motion carried.) 


Rural Health 


Dr. English reported that Dr. Harry Gibbs 
had attended the AMA national meeting on 
Rural Health held in Grand Rapids. This is the 
last to be held; in the future regional sessions 
will be sponsored. 

The Rural Health 


forced to take a “dim” view on the future of our 


Committee on has been 
student loan fund. We have some 30 applicants 
will recommend ten. The 


students do not seem to want to return to small 


for assistance; we 


towns after they have completed their medical 
education. The fund not need additional 
money at this time and should be a “revolving” 


does 


fund in the near future with about two or three 
annual loans. We will recommend ten applicants 
per year; about June 1, we may need $7,500. 
The HIA program is well established and is 
making excellent progress. 
The report was approved by Council action. 


WTTW—$ 1,000 


Dr. Hesseltine reported that the Executive 
Committee met Saturday and as chairman of the 
finance committee, he would report that they 
recommended contributing another $1,000 to 
WTTW, Channel 11, in Chicago. 

Motion: (Reichert-Portes) that the $1,000 

to WTTW be authorized. (Motion carried.) 


Student AMA 


Dr. Hesseltine stated that $1,000 has been 
given for the five delegates from the SAMA to 
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d their meeting in Los Angeles next May; 


atti 
the, now request an additional $1,000 for their 


alte nate delegates to attend, since the C.M.S. 


didn’t contribute this year. They have done so 


in te past and feel that as members of the ISMS 
this should not be duplicated at the county level. 
The executive committee recommends that an 
additional $1,000 be made available so that the 
alternates from the five Chicago schools may 
attend. 
MOTION: 
(Motion carried. ) 


( Hesseltine- Fullerton ) sO move. 


$100 for National Association 

Dr. Hesseltine reported that the Executive 
Committee also recommended that we contribute 
$100 to the National As-ociation for Medical 
Research. 

Morion: ( Hesseltine- Dooley ) so move. (Mo- 


tion carried. ) 
$75 for Conference of Presidents 


Dr. Lull reported that the $75 dues for the 
ISMS membership in the Conference of Presi- 
dents was due and should be paid at this time. 

Motion: (O’Neill-Hesseltine) that the dues 

be paid. (Motion carried.) 


Women M.D.'s Breakfast 

Dr. Lull reported that the women physicians 
have requested a luncheon at the time of the 
annual meeting rather than the usual compli- 
mentary breakfast. As a matter of information, 
this breakfast was established at the time the 
Society held a “stag” Tuesday nights. For some 
reason, the breakfast has never been discontinued 
following the abandonment of the Tuesday stag. 
The Executive Committee recommended that the 
breakfast could be continued this vear if the 
women physicians so desire. 

Motion: (English-Fullerton) that the Council 
support the recommendation of the Exeeu- 
tive Committee. (Motion carried.) 

Dr. Lull stated that the Illinois Hospital As- 
sociation has asked that the ISMS co-sponsor a 
cocktail party at the joint meeting on April 3. 
The executive committee did not approve this. 

Motion: (English-Goodyear) that the Coun- 
cil support the recommendation of the 
Executive Committee. (Motion carried.) 

Dr. Hesseltine reported receiving a letter from 
Dr. O. S. Walters, director of health services at 
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the University of Illinois, expressing apprecia- 
tion for the time and effort expended by Dr. 
Harlan English as councilor helping the Uni- 
versity Health Service and the Champaign 
County Medical Society establish a congenial re- 
lationship and excellent working arrangements 
for the care of students in McKinley Hospital. 


Director Public Health 


Dr. Fatherree reported as director of the 
Department of Public Health. The regional offi- 
cers have been requested to contribute profes- 
sional training in the School of Optometry. It is 
the thinking of the department that this request 
should not be accepted, since teaching is not one 
of the fields in which the staff members of the 
State Department of Public Health are engaged. 

Morion: (English-Goodyear) that the Council 

support the director of the Department of 
Public Health in this decision, and that we 
recognize that perronnel is not available for 
this educational program. (Motion carried.) 

Dr. Fatherree reported an inquiry from a 
hospital in Michigan relative to the practice of 
medicine and surgery in Illinois hospitals by 
osteopaths, and an outline of the situation as it 
exists today. Dr. Hamilton sugested that a copy 
of the Medical Practice Act be sent to this hos- 
pital administrator, and that he be referred to 
the Department of Registration and Edueation 
for any additional information. Dr. English also 
suggested he be referred to the Illinois Hospital 
Association for staff rules and regulations. 

Dr. Lull presented the inquiry from Dr. Nor- 
bury relative to listing the ISMS as one of the 
“sponsoring or approving’ agencies for the 
forthcoming bond issue requested by the De- 
partment of Public Welfare. The opinion of the 
Council was that this issue had heen approved 
by official action, and no additional motion was 


necessary to effect this listing. 


Treatment of drug addicts 

Dr. Lull reported that he had received a letter 
from Mr. George M. Belk, district supervisor, 
Treasury Department, Bureau of Narcotics, ask- 
ing for Society action relative to the treatment 
of nareotie drug addicts under the so-called am- 
bulatory clinie plan. This plan has been dis- 
approved by the AMA and is not approved by the 
Bureau of Narcotics (itself. Support for this 


stand is needed. 













Motion: (Piszezek-Klein) that the matter be 
referred to the ISMS Committee on Nar- 
cotics, Jacob E. Reisch, chairman. (Motion 
carried. ) 

Dr. Lull reported a letter from Senator Paul 

Douglas relative to his stand on the Forand Bill. 
It is to be turned over to the office for filing. 


AMA insurance meeting 


Dr. Lull received a leter from J. Lafe Ludwig, 
M.D., the chairman of the AMA Council on 
Medical Service, requesting three representatives 
from the society to attend an invitational con- 
gress to be held at the Drake Hotel, Chicago, 
May 13-14. 

Motion: (English-Piszezek) that the chair- 
man appoint representatives. (Motion car- 
ried. ) 

Dr. Montgomery announced that he would 
suggest that the three members of the ISMS 
Constitutional Committee on Prepayment Plans 
be sent as the official representatives of the So- 
ciety. (I. Lee Strohl, Harry E. 
Maurice M. Hoeltgen.) 


Mantz, and 


Committee on Aging 


Dr. Lull stated that Dr. Cannady, as chairman 
of the society Committee on Aging, attended a 
preliminary meeting in Chicago on March 8 
relative to the White House Conference on 
Aging. He said that it was decided to have 
county meetings in April called by the TPAC, 
These meetings will be open sessions, and any- 
thing can be discussed. In May there will be six 
regional meetings—geographically corresponding 
to the IPAC regions. These will be followed by a 
state meeting in Springfield from which recom- 
mendations go to Washington. 

The regional and state meetings will be “by 
invitation.” Of the various committees to be 
appointed, one is “Committee on Physical and 
Mental Health,” and Dr. Cannady would like 
suggestions. Dr. Compton stated that there was 
an excellent opportunity and it is advisable to 
have physicians appointed on the local welfare 
committees, where these county meetings will be 
planned. As a rule, there is a vacancy. The 
county board of supervisors appoints these com- 
mittees. All he had to do in St. Clair County was 
to request such an appointment and the action 
was taken. The local committee will welcome a 
physician member. 
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The suggested names for Dr. Cannady re: 
Everett P. Coleman, Canton 
James W. Compton, East St. Louis 
Fred A. Tworoger, Chicago 
William Whiting, Anna 
Kk. Lee Strohl, Chicago 


Casualty insurance 


Dr. Lull reported that he had secured the 
proposed casualty insurance for officers and om- 
ployees with the American Casualty Com) any 
through Parker, Aleshire and Company. ‘he 
principal sum is $25,000 and the annual pr: mi- 
um is $200. This covers officers and counciiors, 
and employees “on official business.” 

Morion: (English-Klein) that the purchase 

of the coverage be approved. (Motion car- 
ried.) 


Interprofessional Council 


Dr. Piszezek said that as chairman of the 
Committee to Study the Interprofessional Coun- 
cil, he and his committee would recommend that 
the society rejoin the organization, provided that 
no bills be lobbied unless they meet with the 
unanimous approval of all six organizations 
(veterinarians, dentists, pharmacists, optome- 
trists, chiropodists) and that the Constitution 
and By-Laws contain such a provision. 

Morion: (English-Piszezek) that the com- 

mittee be authorized to communicate with 
the Interprofessional Council and rejoin the 
organization if these conditions are met. 
(Motion carried.) 

Dr. Dooley reported that Dr. Raleigh C. Old- 
field was a patient in West Suburban Hospital. 

Morion: (Piszezek-Fullerton) that the secre- 

tary be instructed to send him a note and 
flowers. (Motion carried.) 


Birth Certificates 


Dr. DuPuy reported as chairman of the Com- 
mittee on Birth Certificates. He had received a 
letter from E. L. Wittenborn, assistant deputy 
director, Division of General Administration, 
Department of Public Health; in this letter of 
last February 26, he had inquired about the 


possible desirability of including the attending 


physician’s Illinois license number on certifi- 
cates of births, stillbirths and deaths. He was 
not implying that the Department was actively 


seeking to do this, but was stating that the De- 
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parthent was willing to amend the certificate to 
incluie this if the Society so desired. 

Another alternative is to provide space for 
the physician’s name, in addition to the 
His reason 
is to facilitate the 


typing 
space allowed for signature. main 
for making these suggestions 
work of the Department. By 
it has been estimated that on about half of the 


signature 


random sampling, 
received, the physician’s 
thus 
other directory service in order to clarify the 


certificates 
is illegible. requiring consultation and 
situation. 

Therefore it is the of the 
committee that both these suggestions be ap- 


recommendation 
proved—the space for the physician’s Illinois 
license number, and the space for his name to 
be typed in. 
Motion: (DuPuy-Goodyear) that the Council 
coneur in the recommendation of the Com- 
mittee. (Motion carried.) 


Report of Editor 


Dr. Van Dellen reported as editor. He stated 
that the March issue of the Journal was already 
some 213 pages in length—that it contained 
the minutes of the House for the December ses- 
sion, the annual reports for the May meetings 
of the House, and that portion of the scientific 
program available for publication. The specialty 
groups in Chicago might well be considered as 
a source of future scientific material for pub- 
lication. This may stenographic 
coverage if and when something desirable be- 


necessitate 


comes available for us. 
Emeritus and Retired Members 


Motion: (Fullerton-Piszezek) that the Emer- 
itus and Retired elected as 
listed. (Motion carried.) 


members be 


for May, 1960 


EMERITUS 

C.M.S. 
Alexander 
LaSalle 
C.M.S. 


Abelio, George Chicago 
Bondurant, Flint 
Geiger, John W. 
Hilkevitch, B. H. 
Norris, Frank 

Scatliff, H. Kenneth Chicago 


Cairo 
LaSalle 
Chicago 


Jacksonville Morgan 
C.M.S. 


RETIRED 


C.M.S. 
C.M.S. 
C.M.S. 
Alexander 
C.M.S. 
Kane 
Macon 


C.M.S. 


Florida 
Florida 


Chicago 


Ball, Fred E. 
Beil, Harry H. 
Kiss, D. W. 
Hunter, James F. Cairo 
Oliver, H. E. Chicago 
Rossman, Edward J.Aurora 
Steele, Pierre Decatur 
Wojniak, Frank Florida 


Bills Approved 


Motion: (Piszezek-Fullerton) that the bills 
as audited by the finance committee be ap- 
proved. (Motion carried.) 

Dr. Lull reported that it was the recommenda- 
tion of the Executive Committee that stenotype 
service be secured for the May meeting of the 
House of Delegates. 

Motion: (O’Neill-Piszezek) that the secre- 
tary inform the Sherman Hotel that the 
room assignment for the Council meeting 
was noisy and not satisfactory. (Motion 
carried. ) 

Motion: (Piszezek-Fullerton) that the coun- 
cil go into session. (Motion 
carried. ) 

12:35 p.m. 


executive 


Respectfully submitted, 


GEORGE F. Lull, M.D., Secretary 





THE P. R. 





John A. Mirt 


Unlabeled poison hazards cited 


A new booklet entitled “Hidden Hazards - 
the Unlabeled 
tributed by AMA’s Committee on Toxicology. 

“Hidden Hazards” presents the poison prob- 
lem in the U.S. and tells what can be done to 
help solve it. The booklet states that “latest U.S. 
statistics that as 122 
died from accidental over-exposure to packaged 


Poison Problem” is being dis- 


show many as 1, persons 


chemicals in one year... . an impressive num- 
ber for a cause of death that is largely prevent- 
able.” Concerned by these figures, the AMA is 
urging passage of federal legislation requiring 
precautionary labeling of all 
stances used in home and industry which are 


hazardous sub- 
not now required by law to carry warnings. 
The AMA urges state and county medical so- 
cieties to launch educational programs based on 
this booklet as well as to inform congressmen of 
their official support of the bill. A special pro- 
gram-planning section will aid medical societies 
in planning these campaigns. Address the Com- 
mittee at 535 N. 
copies of the booklet. 


Dearborn St., Chicago, for 


Opinion surveys are revealing 


Local opinion surveys concerning physicians 
and the medical care they are providing are apt 
to reveal surprising information which can be 
useful in guiding PR programs. For example, 
take the results of a Connecticut county medical 
society’s survey. 

The study showed that 81 per cent reported 
no trouble in getting a physician when one was 
needed, and that 91 per cent considered the care 
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given by the family physician was good or ¢ 
lent. 

In the matter of costs, 77 per cent said « 
charges were about right, and 70 per cent 
lieved that rates for home calls were reasonable. 
However, only 46 per cent reported that surgical 
costs were proper; 16 per cent, mostly in the low 
income group, said they were too high. 

Costs over which physicians have no control 
came in for most of the criticism. Prescription 
prices were approved by 39 per cent but regarded 
as too high by 43 per cent. There was an even 
split in opinions concerning hospital costs. 

Disturbing was the news that only 40 per cent 
of those questioned have ever heard of the county 
medical society and that 83 per cent were not 
aware of the emergency medical service it had 
set up. 

The answers disclosed where the PR program 
was weak, and where efforts should be concen- 
trated. Other county medical societies could be 
guided by similar studies. 


PR tip of the month 


An Oregon county medical society has pre- 
pared an attractive poster-size first aid chart for 
athletic injuries, designed for display in school 
locker rooms. 

The chart gives tips for initial handling of 
such common problems as dislocations, spike 
wounds, sprains, fractures, and sunstroke, but 
stresses in bold letters “Call physician immediate- 
ly — Don’t wait. 
the name, address, and telephone number of the 
team physician, a hospital, and ambulance serv- 
ice. The charts were distributed to all high 


9 


Space is provided for listing 


schools in the county. 
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Casually speaking... 

On April 3 a joint meeting of the Illinois 
Hospital Association and the Illinois State 
Medical Society was held at the Hotel Sherman. 
Over 256 hospital administrators, trustees and 
staff physicians from 85 hospitals attended. Dr. 
Maurice Hoeltgen appeared on a panel, and Dr. 
Joseph T. O’Neill was the luncheon speaker. 

Many important items will come up in the 
House of Delegates meeting in May. Remember 
that vou may attend the sessions and appear 
before reference committees in your capacity as 
a member of the Illinois State Medical Society. 

The Chicago office is moving to 360 N. Michi- 
gen Avenue May 1. The Monmouth office will 
close after the annual meeting and be consoli- 
dated with the Chicago office at the new address. 

Don’t forget the big annual dinner on Wed- 
nesday, May 25. Get your tickets when you reg- 
ister so as to get choice location. 

At the P.R. luncheon Tuesday, May 24, a 
federal judge will review six months’ experience 
with Impartial Medical Testimony in the federal 
courts of Northern Illinois. 

There have been four statewide and one down- 
state mailing from our Monmouth office so far 
this year. This is in addition to regular news- 
letters, membership Our postage 
meter there registers nearly $1,800. 


cards, ete. 
At least two-thirds of all dues have been 
received in the state office. This amount plus 
that in the pipeline means we are in good 
shape financially. 


for May, 1960 


Dr. Michael DeBakey of Houston, Texas, will 
deliver the first Harold M. Camp Memorial 
Lecture at the annual meeting at 10 a.m., May 
25, His subject will be “Surgical Patterns of 
Atherosclerosis.” 

Very shortly a mailing will go out to all 
Mlinois hospitals consisting of a letter to the 
administrator requesting him to give to chiefs 
of medicine and surgery certain enclosures rel- 
ative to the annual meeting. There will also 
be material to use on the bulletin boards for 
the house staff. 

For the first time, the Illinois State Medical 
Society will have closed circuit TV at the an- 
ni al meeting. This will be at 9:00, Wednesday 
morning, and will show early care of the stroke 
patient. See your program for details. 


Fifty Year Club Luncheon 


Dr. Andy Hall, chairman of the Fifty Year 
Club since its founding in 1937, will preside 
again this year at the annual complimentary 
luncheon honoring the members of the club, 
Tuesday, May 24, at 12 noon. 

All physicians who have been in the practice 
of medicine for fifty years or more will be guests 
of the Illinois State Medical Society at one of 
the most popular social functions held during 
the annual meeting. 

Tickets for the luncheon are complimentary, 
as always, and may be secured at the ticket desk 
during the morning, or from Dr. Hall. 





AT THE EDITOR’S DESK 





CARROTS AND CHOLESTEROL 


Don’t look now but the vegetarians have just 
scored a victory. Trappist monks, who eat no 
meat, have less cholesterol in their blood than 
Benedictine monks, who do eat meat. It is a 
poorly controlled comparison because there are 
other factors. The Trappists are withdrawn from 
the world, devoted to contemplation, prayer, and 
physical labor. The Benedictines are teachers and 
preachers, involved with the world and its ways. 
They are not prohibited from drink nor smoke, 
whereas these are forbidden to the Trappists. 


Swepes DRINK VACCINE 

Oral polio vaccine was given to 31,226 Minne- 
apolis persons during March. This is Minnesota’s 
first community-wide field trial of Lederle’s 
single dose, cherry-flavored vaccine. 


ANTICARCINOGENIC AGENTS 


A news release on Dr. Warren H. Cole’s talk 
to the American Cancer Society included this in- 
teresting quote: 

“We have treated 55 breast cancer patients by 
conventional methods—essentially the removal 
of the cancerous breast and tissues to which the 
cancer might have spread. We have treated 55 
other women with conventional surgery plus the 
use of a drug, nitrogen mustard, at the time of 
operation and for a week or two following opera- 
tion. Our purpose was to determine whether the 
drug would kill off stray cancer cells which we 
find in the bloodstream of 50 per cent of the pa- 
tients even before surgery and the cancer cells 
which might have broken loose with removal of 
the tumor. Now—from two to three years fol- 
lowing surgery—11 of the 55 women given only 
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conventional surgery have died, while only iwo 
of the 55 given surgery plus nitrogen musiard 
have died. There have been 16 recurrences among 
those given only surgery and only 12 among 
those given drugs as well.” 


PHARMACEUTICALS 


Samples of Syndecon are in your office now, 
Bristol Laboratories matched this with a news 
release for lay consumption. Syndecon was re- 
ported to be “the first combined medication to 
contain the new synthetic penicillin . . . . for 
use in combatting upper respiratory infections 
accompanying colds and influenza.” It is com- 
bined with APAP, a pain reliever, and Naldecon, 
a decongestant. 

The release is well timed and well worded. 
Penicillin for colds and influenza—tisk! tisk! 


Roerig also has an synthetic oval penicillin 
(Maxipen). The advantages, according to their 
PR department, are a higher blood-serum level, 
rapid absorption from the gastrointestinal tract, 
and that it can be administered without regard 
to meals. What we want to know: Is it cheaper 
than other oral penicillin products ? 


Anthropan was reported recently as a new 
drug for arthritis that brings relief without the 
dangers of steriods. No mention was made of 
the fact that the drug is a substitute for aspirin. 
The only reference was that anthropan was 
absorbed five times as fast as aspirin and induces 
less gastric distress. The March 18 issue of the 
Medical Letter on Drugs and Therapeutics 
admits that it might be absorbed faster, but at 
10 times the cost of equivalent dosage of aspirin. 
Medical Letter corrects the misconception “The 
implication in Orthropan literature that it takes 
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nea.ly two hours to get effective blood levels 
wit) aspirin is not supported by clinical studies. 
In iwo studies effective blood levels were reached 
in less than 60 minutes with aspirin.” 


llipten is Ciba’s new anticonvulsant drug. It 
is related to Doriden but does not put patients 
to sleep. Elipten has been tested clinically for 
more than three years in over 5,000 patients, and 
according to Ciba, it controls almost every type 
of epilepsy with a minimum of side effects. 

Time will tell whether these claims can be 
substantiated. One of the investigators, Sheehan, 
reported his findings in the Irish Journal of 
Medical Science. He must have a huge following 
of epileptics because his study involved 1,000 
epileptic patients and “Preliminary observations 
have shown it (Elipten) to be helpful in a small 
group of patients in whom no other combination 
of treatment had up to then been effective.” 


Naqua is Shering’s new oral diuretic. The 


competition in this field is getting keener. 


ZeaSorb Foot Powder is a new foot powder 
that absorbs many times its own weight of 
moisture without caking. According to a report 
by Cleveland J. White M.D., the powder base 
“has marked therapeutic efficiency in inflam- 
matory or hyperhidrotic states to reduce the 
crowth of bacteria and fungi by the absorption 
of excessive moisture.” He used the powder in 
2,079 cases, and its bacteriostatic properties are 
such that the number of bacteria have been re- 
duced over 90 per cent in 36 hours, fungi over 
87 per cent in 48 hours. It was used successfully 
in 548 cases of severe hyperhidrosis of the eccrine 
tvpe and in 1,172 cases of superficial fungous 
infections where excessive hyperhidrosos existed 
with widespread inflammatory involvement. It 
is to be released March 15 in certain key-test 
areas by the Stiefel Laboratories of Oak Hill, 
ee 


WHO vs ANOPHELES 


Malaria has been eradicated from areas in- 
habited by some 46 million persons during the 
past 20 years. The disease continues to be a 
threat to 83 million persons, but their countries 
and territories have organized programs in vary- 
ing stages of development. The World Health 
Organization has set complete eradication as the 
voal. It means a continued search for new in- 
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secticides and more active drugs, along with re- 
search on insect resistance. Never before in his- 
tory has man placed so much talent at the serv- 
ice of a noble cause. Dedicated workers have been 
likened to an army of peace on the march, 


TRANSPLANTED ‘TEETH 


The first tooth bank was started by an Arizona 
dentist, Dr. KE. M. Pafford, Jr. He has collected 
more than 600 transplantable teeth in the past 
seven years and has performed more than 200 
replacement operations. Eighty per cent have 


been successful. 
AVERAGE SALARIES 


According to HEW, average salaries for full- 
time faculty members in four-year colleges rose 
from an average of $6,160 to $6,810 during the 
past two years. The average for public institu- 
tions is $7,040 and for private, $6,510. 


OUR PET PEEVE FOR THE MONTH 


The physican who recommends hospitalization 
to the patient for a diagnostic workup and is 
told “Blue Cross will pay the bill.” The patient 
blames — not the physician — but the hospital 
and the insurance carrier saying, “I’ve been pay- 
ing premiums for years and look what happens 
the first time I go to the hospital.” Physicians 
should remember that hospital insurance was 
created to counteract socialized medicine. It 


must be suecessful or . 
LEAP YEAR 


The cover on the February 16, 1960 Hospitals 
has this caption ‘Nurses’ residence designed with 
the residents in mind.” We wonder if they have 
the Ob-Gyne resident in mind or just any resi- 
dent so long as he is male, young, and single. 


THOUGHTS 


Nature and education are somewhat similar. 
The latter transforms man, and in so doing 
creates a second nature.—Democritus 


It is chiefly upon the lay citizen, informed 
about science but not its practitioner, that the 
country must depend in determining the use 
to which science is put, in resolving the many 
public policy questions that scientific discover- 
ies constantly force upon us. 

—David E. Lilienthal 
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ANNOUNCEMENTS 





Illinois Obstetrical and 
Gynecological Society Annual 
Meeting 


The annual meeting of this society will be 


held in the Jade Room of the Sherman Hotel, 

Chicago, on Monday, May 23. Following the 

business meeting at 9 a.m., the following pro- 

gram will be presented: 

10:00 “Presentation 
Kive Year Program of Blood Loss and 
Allied 
Committee and Williard Scrivner, 
M.D., 

10:45 “Management of the 
blem,”’ Thomas Wilson, 
Warren Greenwold, M.D. 

11:15 “Uncommon Lesions of the 
Charles Galloway, M.D. 

11:45 “Maternal Mortality—1959.” 
and Jack Sampson. 

Room No. 107 (Make reserva- 


tion with Secretary) 


Summaries of the First 


Factors,” by members of the 
Chairman. 

Sensitization lro- 
M.D. and 
Cervix,” 


Drs. Alan 


12:30 Luncheon 


2:00 “Clinical Aspects of Ovarian Tumors,” 
William Mengert, M.D. 

2:45 “Parasitic Infection during Pregnancy,” 
Carol Birch, M.D. 

On Sunday, May 22, 6 p.m., the officers and 

meet for the annual executive 


councillors will 


committee meeting in the Holiday Room. 


NU alumni luncheon 


On June 14 during the AMA convention in 
Miami Beach, alumni of Northwestern Univer- 
sity. Medical School will hold their annual 
luncheon in the Imperial Room of the 
Plaza Hotel at 12:30 Chairman of ar- 
rangements is Dr. Herbert W. Virgin, Jr. (Med. 
32) of Miami. Speaker will be Dean Richard 
H. Young. 

Tickets at $3.50 each are available from the 
University Medical Alumni Office, 303 East 
Chicago Ave., Chicago 11, or may be purchased 


toney- 


p.m. 


at the registration area of the convention. 
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Illinois Medical Alumni Semina - 


The Medical Alumni Association of the | ni- 


versity of Illinois has scheduled its anual 


medical seminar for Monday, May 23. 

The annual banquet will be held at the I lini 
Union, 715 S. Wood St., following the cay’s 
program of seminars, lectures and clinics in 
Room 106 of the College. Officers for 1960-61 
following the banquet. Guest 


will be elected 


speaker will be Mr. Sydney J. Harris, Chicago 
Daily News columnist. Classes celebrating re- 
“10, °15, °19, °20, 


Each class 


unions at the seminar are 1905, 
"25, °30, 735, °40, °45, °50, and 755. 
will have a reserved table. 
Program for the day: 
Registration: Lobby, 1853 W. Polk 


St. 


9:00 a.m. 


30 “Fluid Balance in Infants and 
Children,” Heyworth N. Sanford, 
M.D., head, Department of Pedi- 
atrics 
“Induction of Labor,’ William F, 
Mengert, M.D., head, Department 
of Obstetrics and Gynecology, and 
James H. McClure, M.D., assistant 
professor of obstetrics and gynecol- 
ogy 
Intermission 
“Intestinal Obstruction,” Warren 
H. Cole, M.D., head, Department 
of Surgery 
“Glomerulonephritis, Nephrosis, 
and the Nephrotic Syndrome,” 
tobert M. Kark, M.D., professor 
of medicine 


700 p.m. Luncheon 


2:30 “Modern Concepts in Differential 
Diagnosis and Treatment of Jaun- 
dice,’ Edmund F. Foley, M.D., 
professor of medicine, William J. 
Grove, M.D., associate professor of 


surgery. 
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fostenberg, 
Der- 


“Sarcoidosis,” Adolph 
M.D., head, 


matology 


Department of 


Intermission 


“Carcinoid Tumors,” Ruth Wong, 


M.D., 
thology; Harry A. 


assistant professor of pa- 
Bliss, M.D., as- 
sociate professor of medicine, 

30 Social Hour 

0 Alumni Banquet 

Alumni and their guests are invited. For fur- 
ther information write Dr. Louis R. Limarzi, 
associate professor of medicine, Room 216, Uni- 
versity of Illinois Research and Educational 
Hospitals, 840 S. Wood St., Chicago 12. 


June clinics for crippled children 


‘Twenty-one Illinois’ 
handicapped children have been scheduled for 
June by the University of Illinois, Division of 
Services for Crippled Children. Fifteen general 


clinics for physically 


clinies will provide diagnostic orthopedic, pedi- 
atric, speech, and hearing examination along 
with medical, social, and nursing service. There 
will be two special clinics, respectively, for chil- 
dren with cardiac conditions, with cerebral palsy, 
and with rheumatic fever. Clinicians are selected 
from among private physicians who are certi- 
field Board Any 
may refer to or bring to a convenient 


members. private physician 
clinic 
any child or children for whom he may want 
examination or consultative services. 

Carmi, Carmi Township Hospital 
Sanitarium 


June 1 
Hinsdale, Hinsdale 
Effingham, St. Anthony Hospital 

(Cardiac), St. 


June 1 
June 2 
Chicago Heights 
James Hospital 
Alton 
Memorial Hospital 
Champaign-Urbana, McKinley Hos- 
pital 

Springfield, St. John’s Hospital 
Evanston, St. Francis Hospital 
East St. Louis, St. Mary’s Hospi- 
tal 

Peoria, Children’s Hospital 
Chicago Heights, St. James Hos- 
pital 

Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 
Rockford, St. Anthony’s Hospital 
selleville, St. Elizabeth’s Hospital 


June 3 


June (Rheumatic Fever), Alton 


June 
June 
June 


June 


June 
June 


June 


June 16 
June 21 


or May, 1960 


June | Klgin, Sherman Hospital 


22 
22 Springfield, p.m. (Cerebral Palsy), 


June 
Memorial Hospital 
Bloomington, a.m. 
Joseph’s Hospital, p.m. 
Palsy) 

Effingham (Rheumatic Fever), St. 
Anthony Hospital 

Peoria, Children’s Hospital 
Centralia, St. Mary’s Hospital 


(General), St. 
(Cerebral 


June 


June % 


June 28 


June 29 


Postgraduate seminar in arthritis 


This seminar will be held June 11 and 12 at 
the Diplomat Hotel, Hollywood-By-the-Sea, Fla., 
immediately preceding the the 
American Medical Association. Speakers will in- 
clude Leon Sokoloff, Gene H. Stollerman, Alex- 
ander B. Gutman, Edward F. Rosenberg, Charles 
tagan, Theodore Bb. Bayles, Joseph L. Hollander, 
Philip S. Hench, Lawrence E. Shulman, Morris 
Ziff, and Edward W. Lowman. The program in- 
cludes a panel discussion on the treatment of 
rheumatoid arthritis. This course is acceptable 
for 8 hours Category 1 credit. The registration 
fee is $15. For further information address the 
Seminar Committee, Florida Chapter, American 
1206 Huntington 


meeting of 


Rheumatism Foundation, 


Medical Building, Miami 32. 


Grant to aid rehabilitation 
treatment 


A gift of $100,000 from an anonymous doner 
to the new trust fund in Chicago to aid in treat- 
ing the physically handicapped has been an- 
nounced by the Rehabilitation Institute of Chi- 
cago. 

Many disabled individuals who could be helped 
back to a more self-sufficient and productive life 
cannot always pay the full cost of treatment. 
Gifts to the endowment fund make it possible to 
extend services of the Institute to a greater num- 


ber of people. 


Board examinations 


American Board of Obstetrics and Gynecology 
announces that applications for certification in 
the American Board of Obstetrics and Gyne- 
cology, new and reopened, Part I, and requests 
for reexamination in Part II are now being 
accepted. All candidates are urged to make such 
application at the earliest possible date. Deadline 
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for receipt of applications is August 1, 1960. 
No applications can be accepted after that date. 
As announced in the current Bulletin, “after 
July 1, 1962, this Board will require a minimum 
of three (3) years of approved progressive resi- 
dency training to fulfill the requirements for 
admission to After the 
date, training by preceptorship will no longer 


examination. above 
be acceptable. Therefore the initiation of pre- 
ceptorships will not be approved after July 1, 
1960.” Application fee (4 
and lists of hospital admissions must accom- 
pany all applications. Address Robert L. Faulk- 
ner, M.D., 2105 Adelbert Road, Cleveland 6. 


335.00), photographs, 


Annual Oregon Cancer Conference 
The 

ference is being held July 7 and 8 in 

under the joint the 

State Medical Society, the Oregon Division of 

the American Cancer Society, and the Univer- 


Cancer Con- 
Portland 


Oregon 


Second Annual Oregon 


sponsorship of 


sity of Oregon Medical School. 

All sessions will be held in the new Sheraton 
Hotel. The entire expense of the conference is 
being underwritten by the Oregon Division of 
the American Cancer Society. There will be a 
charge for the luncheons and banquet. 

Guest lecturers include the following physi- 
cians: Oscar Creech, Jr., of New Orleans, J. 
Hartwell Harrison of Boston, Henry Jaffe of 
Los Angeles, I. S. Ravdin of Philadelphia, and 
R. Wayne Rundles of Durham, N.C. 

A copy of the complete program and_ hotel 
reservation forms may be obtained by writing to 
Roscoe K. Miller, Executive Secretary, Oregon 
State Medical Society, 2164 SW Park Place, 
Portland 5. 


Rocky Mountain Cancer Conference 


This annual cancer conference will be held 
in the new Denver Hilton Hotel in Denver 
July 20-21. Nearly 900 physicians from all over 
the nation are expected to attend. 

The regional conference, worth 10 AAGP 
Category 1 credits, is jointly sponsored by the 
Colorado State Medical Society and the state 
division of the American Cancer Society. 

Tentative program plans call for symposia at 
and 
will 


the morning sessions on “Skin Cancer” 


? Afternoon 


on “Thyroid Lumps.’ sessions 


be devoted to papers on cancer detection and 
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treatment. Physician participants includ 
Vincent Askey, Los Angeles; R. Lee C 
Jr., of Houston; Warren H. Cole, Chicagi 
James French, Ann Arbor, Mich.; Roy L. 
Cincinnati; Wendell G. Scott, St. Louis; H 
Schmidt, Rochester, Minn.; and Willar 
Vanderlaan, La Jolla, Calif. 

For further information the ( 
ference, 835 Republic Building, Denver 2. 


address 


NU shortens medical training 


Northwestern University has revised its | 
riculum to help eliminate the present shar 
division between premedical and medical 
ucation and to reduce the time required 
the — traditious 
seven or eight years to six years. 

In 1960 the 
talented students 
Courses studied the first and second years will 


completing the course from 


medical school will accept 2! 


directly from high school. 
be about one-third in the physical and biological 


sciences, one-third in behavorial sciences, and 


one-third in humanities. 

A rearranged program, to affect all medical 
students, will coordinate the teaching of basic 
sciences with laboratory aspects to be presented 
in a combined laboratory ; normal and abnormal 
aspects of anatomy and pathology will be studied 
together. 

Clinics will be reorganized to stress the con- 
cept of comprehensive medicine, and students 
will follow patients or families for several vears 
to learn how social, economic, and psychological 
factors influence the course of illness. 

Advantages of the new program include be- 
level, eliminating 


ginning it at an advanced 


undesirable repetition, and permitting more 
rigorous and thorough development of the sub- 
ject matter in a shorter period of time. It is 
hoped the new program will attract scientifically- 
orientated students now discouraged by long 


vears of training in medicine and_ stimulate 
interest in a combined program for the Ph.D. 
and M.D. degrees that may provide persons 
badly needed in academic medicine. 
Administrators believe the program will elim- 
inate the 
of premedical students anxious to keep a high 
for admission to 


sense of competition characteristic 
academic average necessary 
medical school. Eventually students taking pre- 
medical training elsewhere will be able to take 
advantage of the shortened program. 
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Changes related to Medicare 


(he Blue Shield Plan of Illinois Medical 
Service, fiscal agent of the ISMS for the Medi- 
the following 
and 


care program, has announced 

changes in 

under which dependents may receive benefits. 
DD Form 7173 Ipentirication Carp. This 


has been established as the primary means of 


medicare permits conditions 


identifying patients as dependents eligible to re- 
ceive care authorized under the Medicare pro- 
gram. However, DD Form 1173 is valid only 
from date of issue and through the expiration 
date shown thereon. 

Cards bearing an expired date, no date, or an 
“indefinite” date are not acceptable. When such 
cards are presented to the physician, the case 
should be treated as though the card were not 
available and should be documented as follows: 

In EMERGENY Cases the claim form must be 
accompanied by a statement from the attending 
physician certifying the reason such a form was 
not available and stating that the case was an 
emergency along with the 
types of collateral identification supporting the 
fact that the patient was eligible for 
Medicare benefits during the period of service: 


one of following 


civilian 


1. Statement by local commander that patient 
was eligible. 
Other official uniformed services document 
signed by an official and reflecting that pa- 
tient was eligible. 

Statement of physician, hospital authority, 
or other source of care that he has personal 
knowledge that the patient was eligible. 
An entry in the space on Claim Form DA 
Form 1863, describing civilian type identi- 
fication belonging to the party (dependent, 
parent, sponsor, legal or acting guardian) 
certifying to the patient’s eligibility on the 
claim form, such as social security card, 
number and state of driver’s license. 
In Non-EMERGENCY the DD 

Form 1173 is not available at time care is com- 

menced, an eligible dependent may begin to re- 


CASES where 


ceive authorized care from a civilian source as 
a potential beneficiary of the program, but pay- 
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ment is contingent upon the claim being docu- 

mented either by 

1. A statement from an official authorized to 
issue DD Forms 1173 indicating that pa- 
tient is an eligible dependent, and including 
the name, rank, or grade and position of the 
issuing official and stating that he is au- 
thorized to issue the DD Forms 1173. 
Information from a DD Form 1173 with a 
date of later than the “from” date 
set forth, provided there is attached to the 
claim a letter from the official issuing the 
DD Form 1173 indicating that the patient 
was an eligible dependent during the period 


issue 


covered by the claim. 

DD Form 125]—Mepicare Permit. The des- 
ignation of DD Form 1251 has been changed 
from “Medicare Permit” to “NonAvailability 
Statement Dependents’ Medical Care program.” 
DD Forms 1251 bearing either of these titles 
will be equally valid and acceptable. 

PROCUREMENT OF BLoop UNDER MEDICARE 
Procram. The Office for Dependents’ Medical 
Care recommends that physicians providing 
care under the Medicare program should urge 
relatives of the patient to donate blood as re- 
quired. In those instances where blood must be 
purchased, the government cannot pay more 
than $50 for each withdrawal; and the purchases 
must be made by a hospital and included on 
its claim submitted under the program. 


Dr. Casberg to India 


Dr. Melvin Casberg, son of missionary par- 
ents in India, became director of the Christian 
Medical College at Ludhiana, Northern India, 
in March, succeeding Dr. Eileen R. B. Snow, 
retired. 

Dr. Casberg was formerly dean of St. Louis 
University School of Medicine and vice presi- 
dent of medical affairs, University of Texas. 

Ludhiana is one of only top-standard 
coeducational Christian medical colleges serv- 
ing Southern Asia. The medical college and 
350-bed hospital has a teaching staff of 74 men 
and women and ministers to some 60,000 pa- 
tients yearly. 
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NEWS of the STATE 





COUNTY 
Adams 


Dr. Gene Klingberg, assistant professor of 
pediatrics at Washington University, St. Louis, 
spoke on “Jaundice in Infancy and Childhood” 
at the April meeting of the Adams County 
Medical Society. 


Champaign 


Dr. Percival Hopkins, a trustee of the Amer- 
ican Medical Association and past president 
(1948-49) of the Illinois Medical Society, 
spoke on “Recent Medical Legislation” at the 
April meeting of the Champaign County Med- 


ical Society. 
Cook 


APPOINTMENTS. Dr. Lowell T. Coggeshall has 
been appointed a vice-president of the University 
of Chicago, where he has been dean of the di- 
vision of biological sciences since 1947. Dr. Cog- 
geshall primarily will be responsible for the 
development of medical research programs and 
facilities. In addition, he will seek to build up 
resources for the general activities of the 
biological sciences division. 

Dr. Samuel Andelman, associated with the 
Chicago health department since 1956, has been 
named Chicago commissioner of health to serve 
with Dr. Herman N. Bundesen, president of the 
Board of Health. Dr. Andelman graduated from 
the University of Illinois School of Medicine 
and has a degree in public health from the Uni- 
versity of Michigan. 


APpPoINTMENTS. Dr. Hilger P. Jenkins, clini- 
cal professor of surgery at the University of Illi- 
nois, has been appointed professor of surgery at 
the University of Chicago. 
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Dr. Newton C. 
orthopedic surgery at Northwestern University 


Mead, assistant professor of 


Medical School, has been appointed head of 
orthopedic surgery at Evanston Hospital. 

Dr. Robert D. Moore, presently associate pro- 
fessor of surgery at the University of Chicago 
College of Medicine, on July 1 will become pro- 
fessor of surgery and chief of the orthopedic sec- 
tion of the department of surgery. 

OFFICERS ELectep. The Chicago Diabetes As- 
sociation has selected the following physicians as 
officers: James B. Hurd, Wilmette, president ; M. 
David Allweiss, Wilmette, reelected first vice 
president ; Ralph E. Dolkart, Chicago, secretary. 

BrancH Socrety Direcrory. The Jackson 
Park Branch of the Chicago Medical Society has 
published its first directory of members for 1959- 
60. Per se, this is admirable; it has even gone 
further by publishing as a section a classified 
roster in a manner to rival the “yellow pages.” 

Dr. Eugene F. Lutterbeck, secretary, sent the 
membership a form to assure correct and up-to- 
date information. Tabulation revealed informa- 
tion not known to the society. Among 455 mem- 
bers, 35 different fields of practice were repre- 
sented. (Each physician was asked to name not 
more than two fields.) The two largest specialties 
are general practice and internal medicine, with 
obstetrics and gynecology a runner-up; 58 mem- 
bers are women physicians. Congratulations are 
due the group for assembling detailed informa- 
tion. 

Socrety Meerines. At the April meeting of 
the Society of Medical History of Chicago, Dr. 
Joseph P. Evans, professor of neurological sur- 
gery at the University of Chicago, spoke on 
“Harvey Cushing—Surgeon and Teacher,” and 
Dr. E. Alan Richardson, a research fellow at the 
university, on “Oscar Pfister: A Study in Psy- 
choanalysis and Religion.” 


Illinois Medical Journal 














al 




















larold H. Nelson, clinical associate in the 
department of neurology and psychiatry, Stritch 
School of Medicine of Loyola University, ad- 
dressed the LaSalle County Medical Society at 
the Prairie Lake Gun Club near Marseilles, 
April 14, on “Geriatric Psychiatry.” 

Donald L. Unger, clinical assistant in medi- 
cine, Stritch School of Medicine of Loyola Uni- 
versity, addressed a joint meeting of the White- 
side and Lee County Medicial societies in Ster- 
ling, April 21. on “Recent Advances in Allergy.” 

Sydney Kofman, clinical instructor in medi- 
cine, University of Illinois College of Medicine, 
addressed the Licensed Practical Nurse Associa- 
tion, Division One, April 27, on “Cancer, a Geri- 
atric Problem ?” 

The Seventh Richard H. Jaffe Memorial Lec- 
ture of the Institute of Medicine of Chicago was 
delivered by Dr. Edith Potter, protessor of Pa- 
thology at the University of Chicago, on “Disease 
of the Liver in the Fetus and Young Infant.” 

Dr. S. Leon Israel, professor of obstetrics and 
gynecology at the Graduate School of Medicine, 
University of Pennsylvania, addressed the Chi- 
cago Gynecological Society by invitation in April 
on “The Hypothalamus and Us.” 

At the meeting of the Chicago Urological So- 
ciety in April, Dr. John B. Graham spoke on 
“Epididymitis Following Unilaterial Vasectomy 
and Prostatic Surgery.” and Dr. Austin B. Zeit- 
lin, on *Rilaterial Torsion of the Hydatid Tes- 
tis.” The Presidential Address was delivered by 
Dr. Cornelius W. Vermeulen on “An Attempt to 
Delineate the Process of Stone Formation.” 

The Chicago Surgical Society’s Annual Spring 
Lectureship was delivered by Dr. J. Englebert 
Dunphy, professor and head of the department 
of surgery at the University of Oregon Medical 
School, on “Wound Healing, New Concepts and 
Old Principles.” 

Firry Years oF Practice. Dr. Charles Sal- 
mon, who has practiced over half a century in 
Englewood, was recently honored at a retirement 
testimonial dinner given by fellow surgeons and 
physicians. Dr. Salmon has been on the Engle- 
wood Hospital staff since his internship there in 
1908. 

Stress Stupies Grant. The Chicago Medical 
School has been granted about $100,000 by the 
U.S. Air Force for studies on the effect of stress 
in space on metabolism, endocrine glands, nerv- 
ous system, and internal structures of the body. 


for May, 1960 





Mepats AWARDED FOR TB Conrrou. The Tu- 
berculosis Institute of Chicago and Cook County 
has cited Drs. James H. Hutton and Jerome R. 
Head for distinguished service in the field of 
tuberculosis control. Both have received medals. 
Criteria for the recognition include administra- 
tion, research, and leadership. 





At award ceremony Drs. James H. Hutton (center) and 
Jerome R. Head (right) received medals from Mrs. Proehl 
H. Jaklon, chairman of awzerds committee and secretary of 
the Institute, for their distinguished service in tuberculosis 
control in Chicago and Cock County. 


Dr. Hutton was cited as the “standard bearer” 
in the fight waged against TB in the state since 
World War II. As chairman of the tuberculosis 
control committee of the Chicago Medical Soci- 
ety in 1946, he saw that an all-out drive was 
urgent. In that period 2,000 persons died of TB 
in Chicago each year, and 500 to 600 with active 
cases awaited their turn to get into the Munici- 
pal Tuberculosis Sanitarium. He led in organiza- 
tion of the Statewide Committee for Eradication 
of Tuberculosis and, as spokesman for the 75 
groups in its membership. went to Springfield 
with a program. As a result, the legislature es- 
tablished state TB hospitals in Chicago and Mt. 
Vernon and appropriated funds to permit the 
MTS and downstate sanitariums to make use of 
the new beds. As a measure of the gains against 
TB during the period of his leadership, Chicago 
had 476 TB deaths in 1958. No longer is there a 
waiting list at the hospital. 

Among Dr. Head’s contributions was his activ- 
ity in promoting the Suburban Cook County 
Tuberculosis Sanitarium District and his service 
as its first president. As chairman of a subcom- 
mittee of the Chicago Medical Society’s tubercu- 
losis control committee in 1946, he surveyed the 
TB facilities in the county outside Chicago and 
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found them “very inadequate.” He reported that 
in one year 167 persons, unable to get hospital 
care, died of the disease. The district was ap- 
proved by the voters in 1947, and Dr. Head was 
chosen president of the first board of trustees. 
He has also served as a professor of surgery at 
Northwestern University Medical School and in 
that post has contributed much to the modern 
techniques of chest surgery. 


Hancock 


SaFETY Awarp. Memorial Hospital in Carth- 
age has won a first place plaque in the 1959 Hos- 
pital Safety Contest sponsored by the American 
Hospital Association and the National Safety 
Council. 

The 299 hospitals taking part in the competi- 
tion were divided into eight groups according to 
number of employees. Memorial placed first in 
the group with less than 100. The contest was 
judged on the basis of the lowest number of in- 
juries among hospital personnel in relation to 
number of man-hours worked during the year. 


Lake 


Two papers were presented at the April meet- 


ing of the Lake County Medical Society. Dr. 
Alexander E. Harvey, director of professional 
services at the VA Hospital in Downey, spoke 
on “Doctor-Patient Relationship in General 
Practice,” and Dr. Thomas Worobec, chief of 
on NP-TB service of the hospital, on “Diagnosis, 
Prognosis and Treatment of So-Called ‘Open- 
Negative’ Tuberculous Cavities.” 


Madison 


At the April meeting of the Madison County 
Medical Society, the Forand Bill was discussed 
and instructions given to the delegates who are 
representing the society at the Illinois State 
Medical Society meeting in May. 


Peoria 

First ExecuTivE Secretary. The Peoria 
Medical Society has announced the appointment 
of David W. Meister as its first executive 
secretary. The new office in the National Bank 
Building will be a clearing house for all activities 
of the society. Mr. Meister’s duties will include 
coordination of society activities and expansion 
of its public relations program. He has been 
director of public relations for Bradley Univers- 
ity. 


Potio ProGram. The county medical so 
has approved the P.T.A. program for mass ) 
immunizations, 


Rock Island 


Dr. Anthony J. Pisciotta of Marquette | 
versity, Milwaukee, spoke at the April meet 
of the Rock Island County Medical Society 
“Coagulation and Hemorrhagic Disorders.” 
Sangamon 

“Pediatric Surgery of the Newborn” was 
subject of the April meeting of the Sangan 
Medical Society. It was presented by two pl 
sicians from St. Louis University, Drs. Arma 
KE. Broderer and J. Eugene Lewis, Jr. 
Vermilion 

Firry Year Cus. Five physicians for the 
county became eligible this year for their 50-year 
pins and certificates, which were presented at the 
March meeting of the Vermilion County Medical 
Society. Physicians honored were Drs. W. 'T. 
Dawson, C. L. Bennett, Carl S. Williamson, W. 
T. Snider, and E. G. C. Williams. Dr. Williams, 
who is retired and living in Fort Myers, Fla., re- 
ceived his certificate and pin by mail. 


Will-Grundy 


At the March meeting of the Will-Grundy 
Medical Society, Dr. Perry G. Pratt, Joliet, 
reported on Legislative Conference Forand Bill, 
and Dr. B. Klein, also of Joliet, discussed the 
Blue Shield Insurance Plan for the aged. 


GENERAL 


RESEARCH IN SupDDEN DEAFNEss. Northwest- 
ern University is seeking 50 persons who have 
become deaf over night or in a comparatively 
short time to participate in a series of tests and 
examinations lasting about six hours. Volunteers 
must be less than 60 years old and have hearing 
loss in only one ear. The project is under the 
joint direction of Prof. James Jerger, associate 
professor of audiology in the school of speech, 
and Dr. George W. Allen, director of teaching 
and research in the department of otolaryngology 
of the medical school. Persons interested in aid- 
ing in the project may address letters to the 
Speech Annex Building, Northwestern Univer- 
sity, Evanston, Ill. All testing will be done at the 
medical school, 303 E. Chicago Ave., Chicago. 
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A -poINTMENTS. Dr. Harry Wright, medical 
dire tor of Quadri-County health department, 
Met opolis, has been appointed by Governor 
Straiton to serve as representative of Southern 
Illinois on the Citizens’ Advisory Committee on 
Conmunity Mental Health Grants. Physicians 
reappointed to the committee include Dr. F. 
Gari Norbury, Jacksonville; Dr. Donaldson F. 
Rawlings, Springfield ; and Dr. Groves B. Smith, 
Godirey. 

LECTURES ARRANGED THROUGH THE ILLINOIS 
SratE MEDICAL SOcIETY 

Joseph Ceithami, Ph.D., dean of medical stu- 
dents at the University of Chicago, took part in 
the Second Annual Career Conference sponsored 
by the Back of the Yards Council, March 26, at 
St. John the Baptist School, speaking on “Med- 
ical Careers.” 


DEATHS 


JoHN H. ALperson*, Pana, who graduated 
at Loyola University School of Medicine, Chi- 
cago, in 1923, died March 10, aged 68. He was 
formerly the mayor of Pana. 

Manve. Atvarez*, Bluffs, who graduated at 
Dearborn Medical College, Chicago, in 1904, 
died December 21, aged 86. 

ARRIE BAMBERGER*, Chicago, a graduate of 
Rush Medical College in 1906, died March 13, 
aged 72. He was an emeritus professor at the 
University of Illinois, attending clinical surgeon 
at Cook County Hospital, and a founding mem- 
ber of the American Board of Surgery. He was 
also chairman of the board of Jackson Park Hos- 
pital, which he owned until last year. 

ALBERT C. Baxrer*, Springfield, who gradu- 
ated from the University of Michigan Medical 
School, Ann Arbor, in 1907, died March 17, aged 
79. He was formerly State Health Department 
director. 

JAMES VALENTINE BryNnon*, Rockford, who 
graduated at Chicago College of Medicine and 
Surgery in 1913, died January 1, aged 75. 

JoHN J. CRONIN, Chicago, who graduated at 
the University of Illinois Medical School in 
1906, died March 30, aged 80. 

Harry GLENN Eperso.e*, Monmouth, who 
graduated at Northwestern University Medical 
School in 1917, died in March, aged 69. 

MicwarL H. Esert*, retired, Cleveland 
Heights Ohio, formerly of Chicago, who grad- 
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uated at Rush Medical College in 1917, died 
March 12, aged 74. He was author of several der- 
matological research papers and was past-presi- 
dent of the Chicago Dermatological Society and 
also of the American Academy of Dermatology 
and Syphilology. He was a former head of the 
department of dermatology at the University of 
Illinois School of Medicine in Chicago and also 
held the same title at the Presbyterian Hospital. 
He was a former director of the American Der- 
matology Association. 

CLARENCE GEORGE FiscHER*, Peoria, who 
graduated at Rush Medical College in 1920, died 
January 18, aged 67. He was member and past- 
president of the staff of St. Francis Hospital. 

Emit H. Grusse*, retired, Chicago, who 
graduated at Hahnemann Medical College, Chi- 
cago, in 1898, died March 26, aged 85. He was 
credited with being the first man to use x-rays 
as healing agents when, on January 29, 1896, 
he began treating a woman cancer patient. Dr. 
Grubbe later became the world’s first professor 
of roentgenology and head of the radiology de- 
partment at Hahnemann, where he taught more 
than 7,000 doctors how to use radiation as a 
medical treatment. He also established the first 
hospital x-ray department. He began his experi- 
ments in creating x-rays by putting an electrical 
charge through a vacuum tube composed of 
platinum in late 1895, about the same time Wil- 
helm K. Roentgen, the famed German physicist 
discovered x-rays. Six months after his experi- 
ments Dr. Grubbe underwent the first of 93 op- 
erations for irritations from radiation burns that 
ultimately developed into cancer. After under- 
going the last of his operations, he bequeathed 
his estate of $158,000 to the University of Chi- 
cago for the establisment of a radiation therapy 
foundation. A month before his death the Amer- 
ican Cancer Society awarded him a citation for 
his “genius and sacrifices as a pioneer, teacher, 
writer and researcher in the science of radiology.” 

Ira Karr HumpnHrey*, Cordova, who grad- 
uated at Rush Medical College in 1906, died 
January 14, aged 77. 

Lester T. JoHNSON*, Chicago, who grad- 
uated at Loyola University School of Medicine, 
Chicago, in 1921, died April 4, aged 68. 

J. Epwarp Ke.iey*, Chicago, who graduated 
at Northwestern University Medical School in 
1905, died March 19, aged 78. He had been a 
staff surgeon of Mercy Hospital since 1905. 





ALFRED WALTER KNEUCKER*, Chicago, who 
graduated at Medizinisch Fakultat der Univer- 
sitat, Vienna, in 1929, died January 12, aged 
55, in Vienna while he was lecturing in Europe 
on his research on the problem of human deaths. 
Author of two books and many papers, Doctor 
Kneucker also discovered that the kidney gives 
an electrical potential. Formerly assistant pro- 
fessor of surgery at Chicago Medical School, 
visiting professor of the University of California 
(Santa Barbara), and head of the department 
of physiology, (California) College, 
he has also served on the staffs of the American, 
Northwest, and Mount Sinai Hospitals. At vari- 
ous times he has been chief of the department of 
urology, General Hospital of Shanghai, China. 

Jacop A. Koun*, Camarillo, Calif., formerly 
of Chicago on the staff of Grant Hospital, and a 
Medicine and 


aged 68. 


Riverside 


graduate at Chicago College of 
Surgery in 1915, died March 30, 

Georce Mor*, Berkeley, who graduated at 
Chicago Homeopathic Medical College in 1893, 
died October 29. 

Cart T. OLsonx*, 
Florida, formerly of 
at Rush Medical College in 1919, died April 1, 
He was medical director for the mid- 


aged 97. 
retired, St. Petersburg, 


Chicago, who graduated 


aged 67. 
west division of Liberty Mutual Insurance com- 
pany for 11 years. Previous to that appointment, 
he served as medical director for Fanstell Metal- 
lurgical Corporation, North Chicago. 

ftotto K. Packarp*, 
Calif., formerly of Chicago, who graduated at 
Chicago College of Medicine and 
1911, died Mareh 28, aged 74. 
president of the Illinois State Medical Society, 
Blue 


retired, Los Angeles, 
Surgery in 
He was a past 
and was president emeritus of Chicago 
Shield and one of the founders and a former vice 


Genetics and lung cancer 


Herdan in a study on “The increase in the 
mortality due to cancer of the lung in the light 
of the distribution of the disease among the dif- 
ferent social classes and occupations” shows 
that there is a pronounced negative correlation 
between the mortality due to inflammatory and 
infectious diseases and excess male mortality 
ratio due to lung cancer. He attributes this to 


378 


president of the Chicago Blue Cross. He for: rly 
served as chief of staff and president, and | and 
chairman of Woodlawn Hospital. He was : fel- 
low of the International College of Surgeon. ind 
the American College of Surgeons. 

FRANCIS JOSEPH PELANT*, Newton, who ¢ ad- 
uated from the Chicago College of Medicine ind 
Surgery in 1914, died December 5, aged 7: 

ARTHUR M. 
graduated from Bennett Medical College, | ‘hi- 
cago, in 1901, died April 2, aged 83. 

SAMUEL D. RosentHa.*, Chicago, who ¢-ad- 


PuRVEs*, retired, Chicago, vho 


uated from the Chicago College of Medicine ind 
Surgery in 1913, died March 16, aged 69. Dr, 
tosenthal had practiced medicine in Chicago for 
almost half a century. He was a member of the 
staff of Franklin Boulevard Community Hospi- 
tal and served as medical director for Goldblatt’s 
for 30 vears. 
Roscor E, Surron*, Scales Mound, who erad- 
uated at the National University of Arts and 
Medical Department, St. 
1912, died February tr aged T4. 


STANLEY FE. TELSER*, Chicago, a graduate of 


Sciences, Louis, in 


the University of Illinois College of Medicine in 
193%, died March 17, aged 48. He, his wife, and 
14 year old son were among 
Northwest-Orient airliner near 


the victims killed 
in the crash of a 
Tell City, Ind. Dr. Telser was the medical diree- 
tor of the Chicago Health Center of the Inter- 
Workers 
Chicago, who graduated 


national Ladies Garment Union. 
Pau, W. TRanteER*, 
from the University of Illinois College of Med- 
icine in 1911, died March 26, aged 70. 
James M. Youna*, Orion, who graduated at 
the Chicago Medical School in 1933, died Jan- 
uary 24, aged 59. 


* Indicates member of the Illinois Medical Society. 


the genetic makeup of a susceptible group whose 
inherent predisposition to lung cancer becomes 
more evident as tuberculosis, pneumonia, etc., 
give way to successful treatment. This would 
also become more evident with improved meth- 
ods of diagnosis as has been previously men- 
tioned. James E. Russell. An Evaluation of the 
Literature Between Smoking and Lung Cancer. 
New Physician. March, 1960. 
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